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= helps ensure natural sleep 
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= well tolerated, 
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patient withstands elective surgical 
treatment as well as does a younger 
person.! The decrease in morbidity and 
mortality can be attributed in large meas- 
ure to recent advances in surgical manage- 
ment, together with improved anesthesia 
and prevention of infection. The major 
factor responsible for the improved re- 
sults in geriatric surgery, however, is a 
better understanding of the inadequacy 
of the elderly patient’s physiological re- 
serve. This new understanding enables 
the surgeon to make a more accurate 


| T is now generally held that the elderly 
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evaluation of the patient, thus affording 
him a thorough and prolonged preopera- 
tive preparation. 

Emergency procedures, on the other 
hand, produce considerably higher morbid- 
ity and mortality rates among patients of 
advancing age.2 The main causes of this 
variance in results with the younger age 
groups are the inability of the elderly pa- 
tient to sustain severe stress and trauma 
for any length of time, and his ineptitude 
to respond quickly and sufficiently to sud- 
den excessive demands upon his aged sys- 
tem. 

In seeking extreme examples of the fore- 
going statements concomitant with the re- 
sults postulated, a survey of surgical pa- 
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TABLE 1.—Sex Distribution and Age in Five-Year 
Groupings of the 66 Patients Under Review 


Age, Yr. . No. of Patients 


80-84 17 
34 


85-89 
8 


over 90 


Total: 66 


tients over the age of 80 was undertaken 
at Cook County Hospital, covering the 
years 1954 and 1955. Sixty-six patients 
between the ages of 80 and 92 (Table 1) 
were encountered during that period in the 
general surgical and gynecologic wards, 
undergoing 73 major surgical procedures. 
All these patients confounded the statis- 


ticians and delighted the surgeons by sur-- 


viving. 

The review which follows considers the 
management of these 66 patients, setting 
forth those factors in their preoperative, 
operative and postoperative treatment 
which are judged as prerequisite for the 
excellent results obtained. 


Emergency Surgery.—Of the 66 pa- 
tients concerned in this report, 19 under- 
went emergency operations (Table 2). 
Of these, 5 had subsequent surgical treat- 
ment and 14 had terminal procedures dur- 
ing the emergency intervention. All the 
emergency operations were performed 
within six hours of the patient’s admis- 
sion to the hospital. 

Over half of these patients, viz., 10 of 
them, were operated on for intestinal ob- 
struction, the etiology of which was car- 
cinoma, hernia, regional ileitis or adhe- 
sions. Two patients underwent gastrec- 
tomies for hematemesis, and the remain- 
ing 7 were operated on for acute appen- 
dicitis, perforated duodenal ulcer, rupture 
of the urethra and retention of urine. For 
details of preoperative, operative and post- 
operative treatment see Table 2. 

Experience of emergency surgical treat- 
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ment has taught the surgeon that a rea- 

sonable delay for the proper physiologic 
preparation of the patient is, in fact, de- 
sirable and has proved beneficial in most 
cases. With the elderly patient, however, 
the correct estimation of the length of this 
preoperative delay is crucial. Because of 
a reduced physiologic reserve and the in- 
ability of the elderly patient to respond 
properly to the demands of stress, the sur- 
geon is afforded no leeway in his judg- 
ment of the most beneficial limits within 
which to conduct the patient’s preparation 
and perform the operation. Consequently, 
emergency surgical intervention in the 
elderly patient presents particular prob- 
lems and, if good results are to be ex- 
pected, it is essential that the following 
considerations be borne in mind: 

1. The decision to operate must be 
prompt. 

2. Preoperative treatment should be 
immediate and of short duration. 

Once the decision for an emergency op- 
eration has been made, it is imperative 
that time be considered a prime factor in 
the preparation of the patient. Preopera- 
tive treatment should be directed toward 
giving him the optimal benefit in the short- 
est period possible. If preoperative care 
is continued much longer than six hours 
it will be found that general deterioration 
in the patient’s condition overtakes the op- 
timal therapeutic value. After this stage 
is reached, further preoperative treatment 
contributes no improvement to the pa- 
tient’s state, In fact, he begins to lose 
ground. 

3. Most patients admitted for emergency 
operations require, to a greater or lesser 
extent, the administration of blood, fluids 
and electrolytes. In the elderly patient 
a sudden overloading of the vascular sys- 
tem may produce adverse results, Thus 
the calculation of the amounts required to 
correct dehydration or blood deficiency 
should not be based solely on the labora- 
tory data of the patient’s blood constitu- 
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ents. His physical condition and physio- 
logic reserve must also be taken into con- 
sideration. These latter factors often give 
a better indication of the patient’s toler- 
ance of intravenous fluid replacement than 
the needs shown by laboratory findings 
alone. Blood, fluid and electrolyte replace- 
ment should commence immediately after 
the patient’s admission to the hospital, but 
great care should be taken that the 
amounts administered do not overload 
him. 

4, Emergency surgical conditions seldom 
afford sufficient time for a careful evalu- 
ation of the patient’s physiologic reserve. 
Tests of renal and hepatic function are 
usually not possible to perform within the 
few hours prior to the operation. From 
the patient’s history and physical examin- 
ation, however, together with analyses of 
the blood and urine, a reasonably accu- 
rate assessment of the condition of the 
liver and kidneys can be made. 


Roentgenograms of the chest should be 
taken of all patients. These, in correlation 
with the history and the results of phys- 
ical examination, will establish the condi- 
tion of the patient’s pulmonary system, 
which will have a direct bearing on the 
choice of anesthetic to be used. 

Most patients of advanced age show 
some defect in cardiovascular function. 
The electrocardiogram, which should be 
routinely employed, will be of use only if 
it reveals positive abnormalities. Potential 
cardiac catastrophes cannot be predicted, 
and a normal electrocardiogram does not, 
in itself, eliminate a possible cardiac in- 
farct or a cerebral vascular accident dur- 
ing the operation. It is particularly in 
this regard that the surgeon with experi- 
ence in handling elderly patients will be 
able to detect any adverse signs in the 
cardiovascular physiology before, during 
or immediately after the surgical proce- 
dure. If there is doubt as to the presence 
or possibility of cardiac decompensation, 
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the patient should be digitalized rapidly 
prior to the operation. 

All our geriatric patients are sent to 
the operating room with a urinary cathe- 
ter, which is left in during the immediate 
postoperative period and longer if neces- 
sary. 

5. Choice of the most suitable anesthetic 
for the elderly patient will often have a 
considerable influence on the successful 
outcome of the surgical procedure. 

Mindful of the patient’s disturbed phy- 
siologic processes, often combined with de- 
creased pulmonary and cardiovascular re- 
serves, the anesthetic chosen should not be 
one that will further aggravate the pa- 
tient’s condition. 

In geriatric surgery, in our opinion, 
particularly for the “poor risk” patient, a 
local anesthetic should be employed not 
only when it is the obvious choice but in 
every instance possible. When a local an- 
esthetic is not used a spinal should be con- 
sidered, especially for a patient with a 
reduced pulmonary reserve. This anes- 
thetic does not depress the respiratory 
centers, and the fluctuations of the blood 
pressure can be controlled with ephedrine. 
When a general anesthetic is used it should 
be combined with muscle relaxants. This 
permits administration of a lesser amount 
of the anesthetic agent selected. 

6. The operation should be limited, in 
most instances, to prompt relief of the pa- 
tient’s immediate difficulty. 

Because of the poor resistance shown by 
the elderly patient to trauma and stress in 
general, emergency surgical procedures 
should be performed in the minimum time 
consistent with the efficient and proper 
handling of the situation. Often it will be 
necessary just to allay the immediate dan- 
ger and plan the curative surgical proce- 
dure for a later date, when the patient’s 
physiological equilibrium has been re- 
stored. 
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7. Blood replacement during the opera- 
tion should be adequate. 

The elderly patient is not able to with- 
stand excessive loss of blood; and anoxia, 
even of short duration, is poorly tolerated. 

8. All postoperative patients should be 
cared for in a recovery room until they 
are considered out of immediate danger. 
This is particularly applicable to the elder- 
ly patient, whose condition can fluctuate 
with remarkable rapidity. 

It is worthwhile here to emphasize the 
fact that use of the recovery room should 
be an integral part of the management of 
surgical patients. This is now the practice 
in many hospitals, as it has long been at 
Cook County Hospital. Recovery room staff 
are especially trained in postoperative care 
and are quick to recognize and deal with 
any complication or deterioration in a 
patient’s condition. 

9. In fluid and electrolyte replacement 
after operation it is wiser, as a general 
rule, to underhydrate rather than overload 
the patient. 

It should be remembered that the elder- 
ly patient retains both fluids and salt to a 
high degree in the first twenty-four to 
forty-eight postoperative hours. This re- 
tention, together with aged kidneys and 
poor cardiovascular and pulmonary re- 
serves, makes him susceptible to oliguria 
and decreases his ability to secrete and 
concentrate urine. 

Within the first twenty-four to thirty- 
six hours after the operation, the patients 
included in this report were given no more 
than 2000 cc. of fluid. It is routine at Cook 
County Hospital that salt be withheld from 
the patient during this period, except when 
imperative. 

10. Because of a decreased basal meta- 
bolic rate and general vital organ func- 
tions, elderly patients require smaller doses 
of medication than do the young. The use 
of opiates for the patient’s comfort and 
recovery should be conservative, so as not 
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to cause further depression of the func- 
tions of his vital organs. 

11. Postoperative breathing exercises 
should be performed for half an hour twice 
daily, preferably with a physiotherapist. 
The patient should also be made to take a 
few deep breaths every thirty minutes. 

Many elderly patients have a chronic 
cough with sputum. It is essential, there- 
fore, that they be encouraged to expector- 
ate. If they have difficulty, a catheter 
should be inserted, preferably through the 
nose, to aspirate the secretion. If this is 
found to be difficult or unsatisfactory, a 
tracheotomy should be performed without 
hesitation. When there is atelectasis re- 
sulting from a plug, a bronchoscopic pro- 
cedure should be done forthwith. 

12. Ambulation should take place as 
early as possible after the operation. If 
a patient cannot get out of bed, he should 
be moved often and encouraged to exer- 
cise his limbs. 


Elective Surgery.— When emergency 
operations of necessity are called for, the 
prompt and rapid evaluation and prepa- 
ration of the patient is of foremost im- 
portance. Elective procedures, on the 
other hand, afford the surgeon sufficient 
time for thorough and, if necessary, 
lengthy preoperative treatment. 

Table 3 shows the diagnosis, procedure 
and average stay in hospital of the 52 pa- 
tients under review who underwent elec- 
tive operations. Five of these patients had 
emergency procedures first, and 2 had two 
elective procedures each. 

Preparation for surgical treatment com- 
prises evaluation of the patient’s physio- 
logic reserve and the corrective measures 
deemed necessary to restore the equilibri- 
um of the milieu interieur. 

As a man grows older, his physiologic 
processes become progressively slower. 
Advanced age is inevitably accompanied 
by a decreased basal metabolic rate, re- 
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duced blood volume, loss of elasticity of the 
blood vessels, and reduced reserves and 
often faltering function in the pulmonary, 
hepatorenal and cardiac systems, In pre- 
paring the geriatric patient for an elec- 
tive operation, therefore, the following 
factors should be taken into account: 

1. In the presence of a depleted cardio- 
vascular reserve blood, fluid and electro- 
lyte replacement merit particular atten- 
tion. An accurate evaluation of the car- 
diovascular function should precede the 
prescription of any large amounts of re- 
placement therapy. The taking of electro- 
cardiograms and thoracic roentgenograms 
should be routine. 

Of the 66 patients under review, 7 were 
digitalized prior to the operation. Five of 
these showed definite signs of vascular 
congestion, and 3 gave no apparent history 
of decompensation or cardiac failure. 
More careful enquiry, however, revealed 
that they had mild dyspnea on exertion 
and that their circulation time was pro- 
longed. 

Although routine digitalization of elder- 
ly patients is not advocated, it is never- 
theless true that when the cardiac reserve 
is doubtful tolerance to major surgical pro- 
cedure is increased when the patient is 
digitalized. There can be no hard and fast 
ruling in this matter, but experience in 
handling geriatric patients will put the 
surgeon on his guard, particularly with 
those patients whose exercised tolerance is 
reduced because of advanced age, or whose 
mobility is minimal, owing to lengthy dis- 
ease or other physical causes. 

Many of the patients in this age group 
show a normal blood count and hemo- 
globin level in spite of a reduced circulat- 
ing blood volume. It is important, there- 
fore, to estimate the blood volume’ and, 
if it is deficient, to give the patient a trans- 
fusion before the operation. Blood replace- 
ment in this instance should be calculated 
on the ideal weight of the patient, not on 
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what he weighs on admission to the hospi- 
tal. 

2. A reduced pulmonary reserve is a 
common consequence of advancing age. 
Pulmonary fibrosis and emphysema are 
often encountered. Careful physiotherapy 
before, as well as during the postopera- 
tive period is essential if pulmonary com- 
plications are to be avoided. The patient 
must be taught breathing exercises before 
the operation and be encouraged to cough, 
as the cough reflex is often diminished in 
the elderly. Thorough examination of the 
pulmonary function often determines also 
the type of anesthetic to be used. 

8. The evaluation of liver and kidney 
functions is not always an easy matter, and 
the present known tests are not as sensi- 
tive as they might be. Nevertheless, urea 
or insulin clearance tests, in the case of 
kidneys, can be of great value.* 

4. Throughout the investigation of phys- 
iologic functions and reserves in these 
aged patients it must be remembered that 
the margin between normality and decom- 
pensation: in any of the vital organs is 
small. Although all the laboratory data 
may show figures within norma] limits, 
these patients, under conditions of stress, 
surgical or otherwise, may show sudden 
failure of function in any of the vital or- 
gans. It is essential, therefore, that the op- 
eration and anesthetic be carefully planned 
so as not to disturb the delicately balanced 
homeostasis. 

Time employed in the thorough and 
often lengthy preparation of the elderly 
patient for elective surgical treatment 
will find its rewards during the operative 
and postoperative periods. Postoperative 
treatment of these patients should follow 
the same considerations set forth in Sec- 
tions 8, 9, 10, 11 and 12, under Emergency 
Surgery. 

Many of the features concerned with 
successful surgical management of the 
elderly patient have been pointed out, but 
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TABLE 3.—Diagnosis and Surgical Procedure for Patients Undergoing 
Elective Operations 


Diagnosis 


Average Stay 


Operation in Hospital 


Carcinoma of breast 


Simple mastectomy (followed 


by roentgen therapy) 12 days 

2 Carcinoma of rectum Abdominal perineal resection 30 days 
1 Carcinoma of coecum Right hemicolectomy 23 days 
1 Carcinoma of splenic flexure Resection 20 days 
2 Carcinoma of sigmoid (a) Anterior resection 

(Patients 1 and 2 in Table 2) (b) 14 days later, closure of 71 days 

transverse colostomy 

1 Rectal polyp Excision biopsy 4 days 
4 Cholecystitis and Cholecystectomy 

cholelithiasis (2 of these patients also had 22 days 

common duct explored) 

3 Peptic ulcer Gastrectomy 16 days 
1 Carcinoma of stomach Gastrectomy 18 days 
4 Inguinal hernia Repair 8 days 
1 Femoral hernia Repair 11 days 
2 Carcinoma of bladder Partial cystectomy 18 days 
10 Prostatic hypertrophy Testes 16 days 
9 Prostatic hypertrophy Suprapubic prostatectomy 21 days 
1 Tic douloureux Retrogasserian resection 8 days 
1 Uterine bleeding Abdominal hysterectomy 12 days 
3 Uterine prolapse Vaginal hysterectomy 13 days 
1 


Cystoceal 


Repair 8 days 


the true benefit of any treatment is sub- 
ject to yet another consideration. The 
psychological outlook of the patient, irre- 
spective of his ailment or the thorough- 
ness of his treatment, determines to a 
great extent the success or failure of the 
physician’s efforts. 

While the physical and material needs 
of a patient are of primary concern, his 
psychological outlook should be of equal 
importance. This is particularly true of 
the elderly patient, and is a salient factor 
too often lightly treated or entirely disre- 
garded by the busy physician. The elderly 
patient is generally calmer and more re- 
signed than a younger person but he re- 


quires a greater encouragement of the will 
to survive, and more reassurance of the de- 
sirability of life. Lonely or hostile social 
circumstances, or the lack of affection and 
care, can be counteracted to a large extent 
by a solicitous and sympathetic physician. 
Such a relationship contributes immeasur- 
ably to the morale and satisfactory recov- 
ery of the patient. 


SUMMARY 


The cases of 66 patients over the age of 
80 who have undergone 73 major surgical 
procedures are briefly presented. Nineteen 
of these patients had emergency operations, 


No. of 
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and 52 underwent elective procedures. De- 
tails of diagnosis and preoperative, opera- 
tive and postoperative management are 
given. 

There was no surgical mortality. 

With patients of advanced age it is es- 
sential that a careful evaluation of the 
physiologic reserve be made if good re- 
sults are to be achieved. Their toleraton to 
stress is poor, and this should be borne in 
mind in the planning and performance of 
the operation. 

When such patients require emergency 
surgical interventions, speed in their pre- 
operative preparation and while in the op- 
erating room is of primary importance. 

When the operation is elective, preop- 
erative care should take as much time as 
is required for the patient’s physiologic 
processes to achieve optimal efficiency. 


ZUSAMMENFASSUNG 


Es wird kurz iiber 66 Kranke im Alter 
von tiber 80 Jahren berichtet, an denen 
73 gréssere chirurgische Eingriffe vor- 
genommen wurden. Bei 19 Kranken han- 
delte es sich um Notoperationen, bei 52 um 
elektive Chirurgie. Die Einzelheiten be- 
ziiglich der Diagnose und beziiglich des 
chirurgischen Eingriffs sowie der Behand- 
lung vor und nach der Operation werden 
angegeben. 

Es kam zu keinen Todesfallen als Folge 
der chirurgischen Behandlung. 

Bei Kranken im vorgeriickten Alter ist 
eine sorgfaltige Auswertung der physio- 
logischen Reserven von wesentlicher Be- 
deutung, wenn man gute Erfolge erwarten 
will. Die Widerstandsfahigkeit dieser 
Patienten gegeniiber Anstrengungen ist 
gering, was bei der Planung und bei der 
Ausfiihrung der Operation nicht vergessen 
werden darf. 

Wenn solche Kranke Notoperationen er- 
fordern, ist Schnelligkeit bei der Vorbe- 
reitung zum Ejingriff und wahrend des 
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Aufenthalts im Operationssaal von erst- 
rangiger Wichtigkeit. 

Handelt es sich um einen elektiven 
chirurgischen Eingriff, so soll auf die 
Vorbereitung zur Operation so viel Zeit 
verwendet werden, wie der physiologische 
Zustand des Kranken erfordert, wenn man 
bestmégliche Erfolge erzielen will. 


RIASSUNTO 


Vengono presentati 66 pazienti di oltre 
80 anni di eta, sottoposti ad atti chirurgici 
importanti, 19 dei quali d’urgenza e 52 di 
elezione. Vengono forniti alcuni dettagli 
sulla diagnosi e sulle cure pre-, intra- e 
post-operatorie. Non vi fu mortalita. 

Con i pazienti di eta avanzata é indis- 
pensabile lo studio delle riserve fisiologiche 
se si vogliono ottenere dei risultati buoni. 
La loro capacita di sopportare gli stress 
é scarsa e cid deve essere tenuto ben pre- 
sente quando si decide di operarli. Quando 
poi si debba sottoporli ad un intervento 
d’urgenza é della massima importanza la 
preparazione preventiva e la assistenza 
intraoperatoria. 

Nei casi di elezione si deve prolungare 
il periodo di preparazione per tutto il 
tempo necessario a riportare tutti i pro- 
cessi fisiologici alla loro massima efficienza. 


RESUMEN 


Se exponen en resumen los casos de 66 
enfermos de mas de 80 ajios en los que se 
han llevado a cabo 73 operaciones de im- 
portancia. 19 de los citados enfermos 
fueron sometidos a operaciones urgentes 
y 52 a intervenciones electivas. Se dan 
detalles del tratamiento pre, para y post- 
operatorio. 

No hubo mortalidad quirtrgica. 

En los ancianos se precisa una evalua- 
cién cuidadosa de las reservas fisiolégicas 
si se quieren lograr buenos resultados. 
Cuando tales enfermos han de ser some- 
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tidos a intervenciones urgentes, es preciso 
ectuar rapidamente tanto antes como 
durante el tiempo de la operacién, 

Cuando la operacién es electiva se re- 
quiere tomar el tiempo preciso para me- 
jorar las condiciones fisiolégicas del en- 
fermo para lograr la mejor eficacia. 


SUMARIO 


Apresenta uma analise radpida de 66 
doentes submetidos a grandes intervencées 
cirurgicas com idades acima de 80 anos. 
Dezenove deles foram operados de urgén- 
cia e 5a em cirurgia eletiva. Apresenta 
pormenores sobre o diagnostico, o pre- 
operatorio e 0 pés-operatorio. Nao houve 
mortalidade cirurgica. 

Afirmam que, nos pacientes em idade 
avancada, faz-se necessaria uma cuidadosa 
avaliacdo das reservas fisiologicas. <A 
tolerancia ao estresse é precaria 0 que deve 
ser sempre lembrado no planejamento e na 
realizacao do ato operatério. Quando sub- 
metidos a intervencédes de emergéncia o 
pre-operatorio assim como a duracéo da 
cirurgia devem ser acelerados. 

Quando se tratar de operacées seletivas 
os cuidados pre-operatorios devem ser 
mais severos de modo a melhorar bastante 
as condigées fisiologicas do paciento. 


RESUME 


L’auteur présente briévement 66 ma- 
lades de plus de 80 ans, ayant subi 73 
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opérations majeures (d’urgence dans 19 
cas), décrivant le diagnostic et les traite- 
ments pré-, per- et post-opératoires. 

Il n’y a pas eu de mortalité opératoire. 

Il est essentiel, en vue d’un bon résultat 
chez les malades agés, de procéder 4 une 
évaluation précise des réserves physiologi- 
ques et de tenir compte de leur faible ré- 
action au stress. 

Lors d’interventions urgentes, la pré- 
paration opératoire doit étre particuliére- 
ment rapide. Lors d’interventions dif- 
férées par contre, la préparation doit étre 
prolongée autant qu’il apparait nécessaire. 
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in Esophagogastrointestinal Surgery 


PHILIP THOREK, M.D., F.I.C.S., F.A.C.S., D.A.B., RODOLFO DURAN, M.D., 
ANTONIO PRADO FORTUNA, M.D., JENYA KOSYAK, M_.D., 
AND ROBERTO NERY, M.D. 


CHICAGO, ILLINOIS 


HIS is a preliminary report dealing 
T witn the use of the T tube at the 
site of anastomosis or rupture of 
various portions of the esophagogastro- 
intestinal tract. A review of the litera- 
ture revealed 1 case previously reported 


by the senior author! and 2 cases of fatal . 


esophageal atresia reported by Haight 
and Towsley.? We are presenting a total 
of 30 cases in which this technic was used 
from 1954 to the time of writing. These 
are reported in the accompanying table. 

The aforementioned table records 9 
deaths. These patients were poor surgi- 
cal risks; operation was attempted for 
palliative purposes. Autopsies on 2 of these 
revealed that the anastomosis did not leak 
and the stomas were patent. The causes 
of death were cardiac failure and terminal 
bronchopneumonia. One patient died from 
metastatic carcinoma; autopsy revealed a 
well-healed and functioning anastomosis. 
At the date of this report there are 21 
living patients. 

The technic is quite simple (Fig. 1). 
It consists of the insertion and fixation of 
a T tube into two apposing lumens. The 
tubes used are semirigid T tubes of sizes 
ranging from 12 to 30 (French) accord- 
ing to the size of the lumens involved. 

Generally speaking, we have used this 
procedure in two instances: (1) in cases 
of anastomosis for the reestablishment of 
continuity of any portion of the esophago- 
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gastrointestinal tract; this is advocated 
only where primary anastomosis seems 
hazardous, and (2) in cases of accidental 
or traumatic rupture of the bowel where 
primary closure does not seem feasible. 

The T tube is put in place after the pos- 
terior suture lines have been completed. 
The tube is anchored by a three-bite stitch, 
namely wall, tube, and opposite wall (Figs. 
2 and 3). In cases of ruptured viscera the 
T tube is inserted into the rent and closure 
is accomplished in the same fashion. 

The tube is exteriorized either through 
a stab wound or through the operative in- 
cision, depending upon where it falls with- 
out tension. No sutures are used to fasten 
the tube to the abdominal wall. -A Pen- 
rose drain is usually -used and removed 
within forty-eight to seventy-two hours. 
The tubes are connected to an empty bottle 
at the bedside; no suction is applied. It 
is rarely if ever necessary to irrigate these 
tubes. 

The patients are maintained by parente- 
ral feedings for the first two or three days, 
after which oral feedings are commenced. 
The diet is increased gradually, the pres- 
ence of the tube being disregarded. In 1 
instance (Case 7) milk, protein prepara- 
tions and beaten fresh egg yolk were 
given through the tube. It is not unusual 
for drainage to appear around the tube 
as well as through it. 

Radiologic studies were done in most of 
the cases by injecting a contrast medium 
through the tube on the ninth to the 
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Fig. 1—The use of the T tube in an end-to-end 

gastro-duodenostomy (Billroth I). The tube is 

anchored with a three-bite stitch. With this tube 

in place it is unnecessary to use nasogastric 
siphonage. 


Fig. 2.—Method used successfully by authors in 

a case of atresia of the esophagus with tracheo- 

esophageal fistula. The illustration depicts the 
T tube technic in the esophageal anastomosis. 


twelfth postoperative day. Removal of 
the tube is accomplished by gentle traction, 
usually on the twelfth to the fourteenth 
postoperative day. No local anesthesia or 
analgesics are necessary. The resulting 
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fistulas close rapidly if no distal obstruc- 
tion is present. 

When a T tube is used in the esophagus 
or the stomach, nasogastric siphonage be- 
comes unnecessary. In the small intes- 
tines, the T tube inserted at the level of 
the anastomosis provides a vent which re- 
duces tension on the suture line while heal- 
ing takes place (Fig. 4). In the large bowel 
it eliminates the necessity of a proximal 
decompressive operation such as a colos- 


Fig. 3.—Utilization of the T tube in a case of re- 
current achalasia. 


Fig. 4.—Excellent results have been obtained 
with the use of the T tube in bowel surgery, espe- 
cially that of the large bowel. Absorbable or non- 
absorbable suture material can be used. Authors 
have had good results with spool cotton sutures. 
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tomy or cecostomy. Since no second opera- 
tion (closure of colostomy) is necessary, 
the postoperative recovery time is short- 
ened. Our best results were obtained with 
large bowel lesions where an end-to-end 
anastomosis was done. 

A patient with a T tube is far more 
comfortable than one with nasogastric 
siphonage or a colostomy. For poor sur- 
gical risks the operating time is shortened 
owing to the simplicity of the technic and 
the elimination of a proximal decom- 
pressive procedure. 

With the modern methods of postopera- 
tive care and antimicrobials the incidence 
of serious infection through the exterior- 
ized tube is practically nil. 


CONCLUSIONS 


1. The use of the T tube is advocated 
in anastomoses involving the esophago- 
gastrointestinal tract as a substitute for, 
not a repiacement of, primary anastomosis. 

2. Whenever primary anastomoses or 
closures of rents or ruptures become risky 
because of edema and/or obstruction, the 
T tube technic should be used. 

3. The method is simple, safe, and 
rapid. 


SCHLUSSFOLGERUNGEN 


1. Die Verwendung eines T-férmigen 
Katheters wird bei chirurgischen Ein- 
griffen an der Speiseréhre, dem Magen 
oder dem Darm als Ersatz aber nicht zur 
Verdrangung einer primaren Anastomo- 
sierung empfohlen. 

2. In allen Fallen, wo eine primare 
Anastomosierung oder der Verschluss von 
Rissen oder Perforationen wegen des 
Odems oder wegen Obstruktion oder wegen 
einer Kombination von beiden riskant er- 
scheint, sollte ein T-Rohr verwendet 
werden. 

3. Das Verfahren ist einfach, ungefahr- 
lich und schnell ausfiihrbar. 
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CONCLUSIONS 


1. L’utilisation du tube en T est pré- 
coniséé pour le tractus oesophagogastro- 
intestinal en tant que substitut—et non 
en remplacement—de |’anastomose pri- 
maire. 

2. Il est recommandé de recourir a la 
technique du tube en T chaque fois qu’une 
anastomose ou une fermeture primaire, ou 
encore une rupture, font courir les risques 
trop grands par suite d’un oedéme et (ou) 
d’une obstruction. 

3. La méthode est simple, expéditive et 
sans danger. 


CONCLUSIONES 


1. Se aconseja el empleo del tubo en T 
en las anastomosis del tracto esofagogas- 
trointestinal cuando no sea posible una 
anastomosis primaria. 

2. Siempre que en la anastomosis pri- 
maria exista riesgo de desgarro o ruptura 
de las suturas por el edema o la obstruc- 
cién, se debe recurrir a la técnica del 
tubo en T. 

3. El procedimiento es sencillo, seguro 
y rapido. 


CONCLUSIONI 


1. Viene raccomandato Il’uso di tubi a 
T nelle anastomosi del tratto esofagogas- 
trointestinale. 

2. Ogni volta che |’anastomosi primaria, 
o la sutura di lacerazioni siano rischiose, 
conviene usare il tubo a T. 

3. Il metodo é semplice, sicuro e rapido. 


CONCLUSOES 


1. Defende o uso do tubo em T na anas- 
tomose do tubo gastrointestinal como sub- 
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stituto de anastomose primaria. com ou sem obstrucao e nos casos de anas- 
2. Aconselha o uso do tubo em T nos tomose primitiva. 
casos em que ha risco de rutura por edema 3. O método é simples, seguro e rapido. 
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Primary Carcinoma of the Gallbladder 


A Study of Ten Cases 


EDGARD BARBOSA, M.D.,* AND 
ROBERT G. RATE, M.D., F.A.C.S., F.I.C.S., D.A.B.** 


HALSTEAD, KANSAS 


HE first cases of carcinoma of the 
T gallbladder were recorded by de 

Stoll! in 1777 and Halle? in 1786. 
Frerichs* in 1861, mentioned the possible 
relation of carcinoma to gallstones. Since 
then, numerous reports and collective re- 
views of the literature have brought to 
light more than 3,000 cases of carcinoma 
of the gallbladder. A recent review of 
1,055 cases of cholecystectomy at the 
Hertzler Clinic, Halstead, disclosed 10 
cases of primary cholecystic adenocarci- 
noma. Follow-up of these 10 cases shows 
that carcinoma of the gallbladder is still 
one of the most highly malignant tumors 
affecting man. 

Incidence.—The incidence of carcinoma 
of the gallbladder varies in different series 
from 0.4 to 5 per cent.‘ Mayo,® in 1902, 
reported a high incidence (5 per cent) in 
405 cholecystectomies. Marshall and Mor- 
gan,® in reviewing 1,336 gallbladders re- 
moved from 1928 to 1937, noted that the 
incidence of carcinoma was 1.4 per cent. 
Monharat’ placed the incidence at 0.5 per 
cent in 1939. Arminski,* in 1949, in a 
collective review of 206,038 cases of ne- 
cropsy reports, noted 908 cases of pri- 
mary carcinoma of the gallbladder, or an 
incidence of 0.43 per cent. On the other 
hand, Candler,® in 1911, recorded 2 cases 
in 2,228 necropsies, or an incidence of 0.09 
per cent, the lowest on record. In the 
United States the average incidence of 
primary carcinoma of the gallbladder at 
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necropsy has been 0.36 per cent, as com- 
pared with 0.47 per cent in Continental 
Europe and 0.39 in England. Approxi- 
mately 4.5 per cent of all deaths from 
malignant disease are due to carcinoma 
of the gallbladder. Lam® stated that in the 
United States there are about 6,500 deaths 
annually from this cause. In 1954, ac- 
cording to Lem,'® 5,237 persons died of 
carcinoma of the biliary passages and liver 
(stated to be the primary site), 5,090 
died of carcinoma of the liver, secondary 
and unspecified. The rate per 100,000 of 
population was 3.2 for each category. 
There were no reports of deaths referable 
to the gallbladder per se. Deaths from car- 
cinoma of the liver and biliary passages 
comprised 4.1 per cent of 234,669 deaths 
from carcinoma in 1954. 

Age.—Four patients (40 per cent) were 
in the fifth decade. Eight patients (80 
per cent) were over 50 years of age. The 
youngest patient was 40 years old and the 
oldest 82. Biering*® reported a case of 
carcinoma of the gallbladder in a 13-year- 
old girl. 

Sex.— All of our ten patients were 
women. In most series, 77 to 90 per cent 
are women.!! 

Role of Gallstones and Papillomas.— 
In 6 cases (60 per cent) of our series of 
10 cases the gallbladder contained stones. 
The incidence of gallstones in the carci- 
nomatous gallbladder has been reported as 
ranging between 49 per cent and 94 per 
cent (Table 1). 

Two papillomas of the gallbladder and 
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TABLE 1.—Incidence of Biliary Calculi in 
Carcinoma of the Gallbladder 


Per cent 
Judd and Gray 64 
Boyd 80-90 
Bastos 84.6 
Thorek 90 
Finney and Johnson 61 
Lam 87 
Seide and Geller 48.5 


TABLE 2.—Composition of Mixed Gallstones 


Per cent 
Cholesterol 94 
Pigment 3.26 
Calcium 1.09 
Carbonic acid anhydride 1.06 
Phosphoric acid 0.4 
Magnesium 0.13 
Sodium and potassium 0.05 

Trace 


Fatty acids 


4 instances of papillary proliferation of 
the mucosa were observed in our series of 
cholecystectomies. Papilloma of the gall- 
bladder occurs once in every 100 gallblad- 
ders. Tabah and McNeer’? at Memorial 
Hospital, reported 4 cases of carcinoma 0c- 
curring in papillomas. Papilloma is a 
clear indication for cholecystectomy. 

The role of gallstones as a carcinogenic 
factor is not well understood. In 1947 
Petrov and Krotkina™ were able to pro- 
duce metastatic carcinoma of the gallblad- 
der by introducing glass beads into the 
gallbladders of guinea pigs. In 5 per cent 
of these animals carcinoma developed 14 
months later. It is known that certain 
chemical constituents of gallstones and 
bile are chemically related to carcinogenic 
agents (Table 2). For instance, 20 
methylcholanthrene, amorg the most pow- 
erful carcinogenic agents known, is de- 
rived from desoxycholic acid and also from 
cholic acid, which are chemical constit- 
uents of bile (Table 4). 

Cholesterol is present in at least 90 per 
cent of stones (Table 3) and is also chemi- 
cally related to the carcinogenic agents. 
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Fortner and Norris'+ from Memorial 
Hospital, New York, recently analyzed the 
radium contents of gallstones from carci- 
nomatous gallbladders and were unable 
to confirm Lazarus-Barlow’s™ observa- 
tions (1912) that the radium content of 
carcinomatous gallbladders is high. 

It was noted that 3 per cent of our pa- 
tients with cholelithiasis had colloid goiter. 
The incidence of gallstones is considered 
higher in patients with colloid goiter or 
cases of myxedema than in those who do 
not have these diseases. 


Pathologic Features.—In approximately 
35 per cent of the cases, malignant tumors 
of the gallbladder are adenocarcinomas 
(Figs. 1-4), which can be subdivided into 
papillary, scirrhous and mucinous. The 
scirrhous carcinoma invades the gallblad- 
der wall, causing it to be greatly thickened 
and firm. The gallbladder contracts and 
the lumen narrows. 


Fig. 1—Gross specimen. Advanced carcinoma of 
the gallbladder. The entire wall of the gallblad- 
der and the liver capsule has been invaded. 
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TABLE 3.—Quantitative Composition of 


_ Human Bile 

(Parts per 1,000) 
Constituent Hepatic bile Bladder bile 
Water 976 860 
Solids 24 140 
Bile acids 5.7 53.7 
Mucin and pigments 8.1 41.4 
Total lipids 2.9 18.8 
Fatty acids 0.8 8.5 
Neutral fats 0.8 1.5 
Cholesterol 0.8 5.7 
Phosphatides 0.5 2:2 


Inorganic matter 


TABLE 4.—Composition of Liver Bile Acids 
(Colp and Doubilet) 


Per cent 
Total bile acids conjugated 0.96-1.2 
Cholic acid 0.393 
Desoxycholic acid 0.95-0.881 
Total bile acids 0.283-0.517 
Free bile acids 1.2438-1.717 


Papillary carcinoma arises from a local- 
ized mucosal area and grows within the 
lumen, forming a bulky mass. It is present 
in 20 per cent of the patients. 

Colloid carcinoma is a_ generalized 
growth of the mucosa. It is a friable 
tumor, leading to necrosis and perforation 
of the gallbladder. 

Carcinoma of the gallbladder may spread 
by local extension, lymphatic channels and 
by the hematogenous route. It invades the 
capsule of the liver early by direct exten- 
sion and by subserous lymphatic spread. 
Epidermoid carcinoma is found in rare 
instances. Dr. Max Thorek'* in 1947 re- 
ported a case of primary squamous cell 
carcinoma of the gallbladder in which the 
tumor had invaded the liver. 

Sarcoma of the gallbladder is extremely 
rare. De Gaetani'’? in 1932 reported 36 
cases of primary sarcoma of the gallblad- 
der from the literature. Usually they 
metastasize rapidly and the prognosis is 
extremely poor. 


Signs and Symptoms.—Pain is localized 
in the right upper quadrant of the abdo- 


men and epigastrium, and it may radiate 
to the back. It is a constant, boring type 
that becomes progressively worse. None 
of our patients had biliary colic, although 
this condition may easily occur in patients 
with obstruction of the cystic duct. 

Anorexia, nausea, vomiting and loss of 
weight were present in 4, or 40 per cent, 
of the patients. Gallstones were present 
in 5, or 50 per cent. Jaundice associated 
with pain was the most common observa- 
tion and was present in 7, or 70 per cent. 
So called painless jaundice was present in 
only 1 case. Four of our jaundiced pa- 
tients had the acholie stools associated 
with biliary obstruction. The duration of 
jaundice prior to admission varied from 
three to eight weeks. Usually it was the 
result of compression of the common duct 
by the adjacent periportal lymph nodes. 
Intracellular hepatic metastasis may also 
produce jaundice. A palpable, tender 
mass in the right upper quadrant was 
present in 4, or 40 per cent, of our pa- 
tients. The liver is sometimes enlarged, 
owing to metastasis. 

Chills and fever occurred in only 1 pa- 
tient. Varying degrees of ascites were 
present in 4 and were the result of peri- 
toneal implants. 

Diagnosis.—Diagnosis of carcinoma of 
the gallbladder is seldom made prior to 
operation. In our series a clinical diag- 
nosis of carcinoma of the gallbladder was 
made in 1 instance. One should suspect 
the presence of carcinoma of the gallblad- 
der in patients over 50 years of age with 
a long-standing history of cholecystic dis- 
ease when an abrupt change in the course 
of the disease is observed. Routine lab- 
oratory tests and cholecystograms have 
little specific diagnostic value. 

Treatment and Follow-up. — Cholecys- 
tectomy was performed in 2 of 10 cases. 
Both of the patients died within one year 
after the operation. Cholecystostomies 
were performed on 5 patients; 4 of them 
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died in the first six months after the op- 
eration, The follow-up on the fifty chole- 
cystostomy. patients was inadequate. Sim- 
ple biopsy of the gallbladder tumor was 
performed in 3 cases of far advanced car- 
cinoma with invasion of the liver. The 
3 patients died shortly after undergoing 
operations. 

Over fifty years have elapsed since 
W. Mayo,* in 1902, reported his series of 
403 cholecystectomies with a 5 per cent 
incidence of carcinoma. In our series 10 
cases of carcinoma of the gallbladder in 
1,055 cases of elective cholecystectomy 
were observed. It is suggested that the 
reason for this drop is that people are in- 
creasingly ‘“cancer-minded” and consult 
their physicians much earlier; and chole- 
cystectomies as elective procedures are 
being performed in increasingly larger 


Fig. 2.—Microscopic section, low power, showing 
typical adenocarcinoma of the gallbladder. Note 
glandular formation, with irregular architecture, 
and diffuse lymphocytic infiltration of the stroma. 
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Fig. 3.—Microscopic section, showing irregular 
lumen formation with papillary projections in 
the stroma. This is a typical example of papillary 
adenocarcinoma of the gallbladder wall. 


numbers. With a better knowledge and 
understanding of surgical shock, electro- 
lyte balance and anesthesia, the death 
rate from cholecystectomy has continued 
to drop during the past fifteen years. The 
mortality rate for this operation at the 
Hertzler Clinic in 1940 was 5 per cent; 
in the past three years there have been 
no deaths in 222 consecutive cholecystec- 
tomies performed by staff and resident 
surgeons. 

It seems logical that the incidence of 
carcinoma of the gallbladder may be re- 
duced to as low as 0.5 per cent. Radical 
operation, namely, cholecystectomy en 
bloc, dissection of the regional lymph 
nodes, and partial hepatectomy, does not 
insure cure of the disease, not to speak 
of the high mortality incident to this op- 
eration.1® The authors suggest that “pro- 
phylactic cholecystectomy” in the early 
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Fig. 4.—Scirrhous carcinoma of the gallbladder. 

The microscopic section shows glands with irreg- 

ular pattern of the scirrhous type. There is 
marked proliferation of the fibrous tissue. 


stage of cholecystic disease, at a time 
when the procedure can be safely accom- 
plished with a low mortality rate, is the 
best hope of continuing to reduce the in- 
cidence of carcinoma of the gallbladder. 


SUMMARY 


A series of 10 cases of primary carci- 
noma of the gallbladder is analyzed, with 
an incidence of 0.9 per cent in 1,055 elec- 
tive cholecystectomies. 

The incidence of carcinoma of the gall- 
bladder and the role of stones and papil- 
loma in the production of carcinoma of 
the gallbladder is briefly discussed. 

In the authors’ opinion, the incidence of 
primary carcinoma of the gallbladder is 
progressively decreasing because chole- 
cystectomies are being performed more 
routinely and therefore “prophylactically” 
in the prevention of malignant change. 

They are convinced that radical opera- 
tion offers little in the cure of carcinoma 
of the gallbladder and that early cholecys- 
tectomy should continue to be done for 
cholecystic disease at the stage when it 
can be done with a low mortality risk. 
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ZUSAMMENFASSUNG 


Es wird eine Reihe von 10 Fallen von 
primaérem Gallenblasenkrebs, der in 1,9 
Prozent von 1055 elektiven Gallenblasen- 
resektionen zur Beobachtung kam, analy- 
siert. 

Die Hiaufigkeit des Auftretens von Gal- 
lenblasenkrebsen und die Rolle, die Steine 
und Papillome bei der Entstehung des 
Krebses spielen, werden kurz erortert. 

Die Verfasser sind der Ansicht, dass 
die Hafigkeit des primaren Gallanblasen- 
krebses immer mehr absinkt, weil Gallen- 
blasenresektionen haufiger routinemassig 
ausgefiihrt werden und infolgedessen sich 
als “prophylaktische” Massnahmen aus- 
wirken, die das Auftreten bésartiger Ver- 
anderungen verhiiten. 

Die Verfasser sind iiberzeugt, dass zur 
Behandlung eines Gallenblasenkrebses die 
radikale Operation nur geringe Heilungs- 
aussichten bietet, und dass man fortfahren 
sollte, Erkrankungen der Gallenblase mit 
Resektionen in einem friihen Stadium zu 
behandeln, wenn sie sich noch mit gerin- 
gem Sterblichkeitsrisiko ausfiihren lassen. 


RIASSUNTO 


Viene comunicata una serie di 10 casi 
di carcinoma primitivo della colecisti, che 
rappresentano 171,9% su 1055 colecistec- 
tomie eseguite nello stesso periodo. 

Viene sottolineata l’importanza dei cal- 
coli e dei papillomi della colecisti nella 
genesi del carcinoma. 

Secondo l’autore, la frequenza del car- 
cinoma é in progressiva diminuzione 
perché le colecistectomie sono divenute 
sempre pili numerose e costituiscono una 
specie di profilassi, 

Egli é anche convinto che la colecistec- 
tomia é scarsamente efficace nella cura del 
carcinoma e pertanto si deve continuare ad 
eseguire colecistectomie in tutte le affezioni 
della colecisti. 
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RESUME 


Une série de 10 cas de carcinomes pri- 
maires de la vésicule biliaire est analysée 
(fréquence: 1,9% sur 1.055 cholécystec- 
tomies choisies) . 

L’incidence du carcinome de la vésicule 
biliaire et le réle des calculs et du papil- 
lome sur son apparition sont brievement 
discutés. 

Les auteurs extiment que |’incidence du 
carcinome primaire de la vésicule est en 
diminution progressive, du fait que la 
cholécystectomie est aujourd’hui une opé- 
ration de routine et qu’elle est pratiquée 
“prophylactiquement” pour la 
de dégénérescences malignes, 

Ils pensent que l’opération radicale mn 
de peu de secours dans la guérison du car- 
cinome de la vésicule; ils conseillent de 
continuer a recourir a la cholécystectomie 
précoce au stade ou elle peut étre pratiquée 
avec un faible risque de mortalité. 


SUMARIO 


Analisam uma serie de 10 casos de car- 
cinoma primitivo da vesicula biliar com 
a incidéncia de 1.95 nas 1.055 colecistec- 
tomias electivas. 

A incidéncia do carcinoma no colecisto 
é salientado assim como o papel dos cal- 
culos e do papiloma na sua producao. 

Na opinido dos AA. a incidéncia esta 
diminuido porque as colecistectomias estao 
sendo realisadas mais rotineiramente e 
mesmo de forma profilatica. 

Acham que a operacao radical repre- 
senta pouco quando ha carcinoma mas 
afirman que a colecistectomia feita em boas 
condicées deve continuar a ser indicada 
nos processos inflamatorios. 


RESUMEN 


Se estudia una serie de 10 casos de car- 
cinoma de la vesicila biliar y que repre- 
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senta el 1,9% de 1.055 colecistectomias 
electivas. 

Se discute brevemente la frecuencia del 
carcinoma del colecisto y el papel de la 
litiasis en su aparicion. 

Para los autores, la frecuencia del car- 
cinoma biliar va decreciendo a medida que 
se van practicando mayor ntimero de cole- 
cistectomias en las afecciones biliares, lo 
que trae por consecuencia la practica de 
intervenciones profilacticas eficaces. Estan 
convencidos de la poca eficacia de la inter- 
vencion en el carcinoma, pero de que, por 
el contrario, debe seguir practicandose 
mucho la colecistectomia en las enferme- 
dades biliares no cancerosas pero can- 
cerificables con pocos riesgos de mor- 
talidad. 
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and Poetry. The relationship between literature and medicine has never been broken. 


The Compleat Bone Setter, a book published in 1665, recommends the following 
ointment for sprained joints: 

Equal parts of cat’s grease, bear’s grease, and hogge’s grease. 

This was to be rubbed in twice a day before a fire, thus foreshadowing treatment 
by massage. 


* 


In 1658, Samuel Pepys, the famous diarist, was cut for stone by Thomas Hollyer. 
But for the success of the operation the famous diary would never have been written. 


—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., 
F.R.S. (Edin.), F.1.C.S. (Hon.) 
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present more potentialities for seri- 

ous complications than does disease 
of the gallbladder and few surgical opera- 
tions that require more technical skill and 
more accurate identification of anatomic 
structures than does cholecystectomy. One 
false move may result in death or inflict a 
ductal injury that will require one or more 
surgical attempts to correct, often unsuc- 
cessful. 

Technical difficulties are more fre- 
quently encountered when there has been 
a prolonged history of cholecystitis or 
after the complications of ductal obstruc- 
tion, cholangitis or acute infection of the 
gallbladder have developed. 

Delay in operating for disease of the 
gallbladder may present hepatic complica- 
tions so serious that the patient may never 
fully recover, even though he has been suc- 
cessfully operated upon. 

I am firmly convinced, because I have 
many times encountered serious compli- 
cations as a result of delayed surgery upon 
the gallbladder, that gall stones when de- 
tected should be removed by cholecystec- 
tomy. 

Cholecystectomy under favorable condi- 
tions presents the minimum of technical 
difficulties, and, with accurate dissection 
and identification of structures, surgical 
tragedies should not occur. 

Tests of Liver Function.—Liver function 
tests have aided materially in the differen- 
tial diagnosis between ductal obstruction 


ce HERE are few benign conditions that 
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and hepatic jaundice. Clinical evaluation 
of the patient as related to history, onset 
of jaundice and physical examination can- 
not be disregarded. Deep jaundice and 
an enlarged palpable gallbladder with 
acholic stools containing no urobilinogen 
are indicative of carcinoma of the head 
of the pancreas. Jaundice of less inten- 
sity, associated with pain and a nonpal- 
pable gallbladder, suggest a calculous duc- 
tal obstruction and a contracted, fibrotic 
gallbladder. 

The icteric index is the base line for 
estimation of the degree and progress of 
jaundice. 

The alkaline phosphatase level is ele- 
vated in 88 per cent of cases of carcinoma- 
tous obstruction. 

When a speedy response of the prolonged 
prothrombin time is obtained by vitamin 
K therapy and there is an associated nor- 
mal level of serum protein and a balanced 
albumin-globulin ratio, a favorable prog- 
nosis can be made as to the patient’s 
ability to withstand surgical treatment. 

A prolonged prothrombin time that does 
not respond to vitamin K therapy is in- 
dicative of severe cellular damage to the 
liver. 

Zollinger and Seleeby! stated that the 
cephalin flocculation is elevated in 80 per 
cent of the cases of medical jaundice. The 
thymol turbidity is not so accurate an in- 
dex, being elevated in 40 per cent of the 
cases of medical jaundice and in 33 per 
cent of the cases of obstructive jaundice. 

Jaundice of over one month’s duration 
will produce secondary damage to the 
liver; so the value of liver tests, therefore, 
must be considered accordingly. Pancrea- 
titis is frequently associated with disease 
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of the gallbladder, and the blood amylase 
content is elevated early in most acute 
infections of the gallbladder. 

Often, before obstruction occurs, the 
early symptoms are so mild that the dis- 
tress, flatulency and dyspepsia are at- 
tributed to indiscretions of diet, over- 
weight or advancing age. Little attention 
is paid to them until biliary colic, acute 
infection or jaundice appears. Liver func- 
tion tests here are of little value. Chole- 
cystographic studies, however, will produce 
much information of diagnostic value. 


Radiographic Aids in Diagnosis.—Facil- 
ities are available for the accurate diag- 
nosis of suspected disease of the gallblad- 
der. Perfection of the technic of visual- 
ization of the gallbladder by the use of an 
opaque medium has resulted in the detec- 
tion of obscure pathologic conditions and 
in stone identification. A gallbladder that 
cannot be visualized cholecystographically 
under favorable conditions can be con- 
sidered pathologic. If this is to be effective 
one must be certain that the patient takes 
the medicament, does not vomit it, and has 
no diarrhea. 

Cholecystographic study does not visua- 
lize the extrahepatic bile ducts, and the 
need for an opaque medium that will do so 
has long been evident. 

Oral cholangiographic studies with Tele- 
paque, as reported by Twiss and his as- 
sociates,? enabled them to visualize the 
bile ducts in 85 per cent of the postchole- 
cystectomy patients. Recently, a contrast 
medium has been developed which, when 
given intravenously, opacifies the extra- 
hepatic bile ducts. This has been described 
in a preliminary report by Berk and his 
associates. The concentration in the bile 
by which it is excreted is greater than in 
the blood. Only a small amount is ex- 
creted by the kidneys. Twiss and his col- 
laborators reported that the common duct 
could be detected in most cases, and both 
hepatic ducts and biliary ducts were fre- 
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quently seen. 


Glenn and his associates‘ have reported 
upon the use of cholografin for visualiza- 
tion of the extrahepatic bile ducts in the 
cholecystectomized patient. It is a non- 
operative method of evaluating the extra 
hepatic biliary ducts in a patient with a 
postcholecystectomy syndrome. A com- 
munication from Dr. Frank Glenn says: 
“We have examined 121 patients who have 
had persistent symptoms, or the reappear- 
ance of symptoms, after cholecystectomy. 
The common duct was satisfactorily vis. 
ualized in 105, or 86.8 per cent, The most 
frequent evidence of nonvisualization was 
jaundice and impaired liver function. Ab- 
normalities of the biliary ductal system 
were demonstrated in 40 patients, includ- 
ing: cystic duct remnant, 18; calculi, 11; 
adhesive bands and strictures, 11. In 20 
patients the only abnormality demon- 
strated was a dilation of all or a portion 
of the ductal system to 7 millimeters 
in diameter or more. We believe this is 
significant. Fifteen of the 121 patients 
had no abnormality of the ductal system. 
In a solitary, obese individual without 
signs of jaundice and with normal liver 
function, the common duct was not visu- 
alized. Twenty-six of these 121 patients 
were found by additional examinations to 
have duodenal ulcer, hiatus hernia, pan- 
creatitis or renal disease that might wholly 
or in part explain their symptoms.” 


The Noncalculous Gallbladder. — The 
farther one extends his experience in chole- 
cystic surgery, the less he is inclined to 
remove the noncalculous gallbladder or the 
gallbladder that is visualized but shows 
slow and retarded emptying. The results 
are disappointing when such gallbladders 
are removed solely upon the basis of pain 
and distress, without cholecystographic 
evidence of disease or without gross evi- 
dence of pathologic change or the presence 
of stones on exploration. There is likely 
to be a recurrence of the distress, post- 


ae 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


operative dyskinesia. It is possible in such 
cases that small stones in the common duct 
were present and overlooked; but this is 
unlikely if disease of the gallbladder, or 
of the biliary tract, was not evident at the 
time of operation. Before one operates on 
a patient with such questionable symp- 
toms, other organic disease, like pan- 
creatitis, ulcer of the posterior duodenal 
wall or functional conditions relating to 
pylorospasm, irritable colon or ampullary 
dyskinesia should be carefully considered. 

Like Allen,‘ I think little of the necessity 
of a microscopic slide to make a diagnosis 
of cholecystitis. EXven when gross choles- 
terosis is present, cholecystectomy fre- 
quently has failed to relieve the patient of 
symptoms. 

Effects of Ductal Obstruction.—Block- 
age to the flow of fluid of any tubular 
organ will result in back pressure, tubular 
dilatation and distortion of the architec- 
ture of the structures. Ductal sacculation, 
stenosis of segmental sections, rupture of 
ducts and pressure atrophy of the sur- 
rounding parenchyma will eventually fol- 
low. This is notably so with urinary ob- 
struction, which results in progressive 
hydronephrosis and severe renal damage. 

The architecture of the biliary tree is 
similarly affected. Obstruction to the flow 
of bile by stone or inflammation results 
in dilatation of all the bile ducts proximal 
to the site of the obstructing agent. The 
peripheral ducts and intercellular canali- 
culi of the biliary tree eventually become 
dilated and sacculated; the terminal ducts 
often rupture and become clubbed. The 
expanding ducts produce pressure upon 
the surrounding parenchyma, with degen- 
eration and atrophy of the liver. It is in 
reality a form of hydrohepatosis. This 
process of the effect of bile duct obstruc- 
tion has been well described by Sanders. 

Stasis of this nature, with desquamation 
of the epithelium and accumulation of 
débris, may result in stone formation, 
which may produce ductal obstruction 
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after operation. Inadequate drainage and 
infection from this persistent intrahepatic 
pathologic condition may result in recur- 
rent attacks of cholangitis. 


A gallbladder that has become function- 
less as a result of chronic cholecystitis 
produces a similar but less rapid change. 
Prolonged infection and hepatic degenera- 
tion seriously lower the patient’s resistance 
to surgical therapy, present technical dif- 
ficulties, increase the incidence of post- 
operative complications, prolong convales- 
cence and may affect the future health and 
well-being of the patient. One needs only 
operate upon a patient with deep jaundice, 
presenting a small, contracted, fibrotic 
gallbladder and a thick-walled, dilated 
common duct containing mushy granular 
material, to be convinced of the serious 
error in judgment in advising delayed 
operation for cholecystic disease. 


Exploration of the Common Duct in 
Cases of Obstruction.—Ductal obstruction 
is a surgical problem and may well be 
mentioned here, because of its importance 
in the management of disease of the gall- 
bladder. Exploration of the common bile 
duct adds little to the seriousness of the 
operation and, in my experience, has con- 
tributed nothing to increasing the mor- 
bidity and mortality rates. 

It requires good exposure, accurate dis- 
section of the ducts and gentleness during 
the exploration. I am sure the duct should 
be explored more frequently. The obstruc- 
tion is usually caused by a stone, and cer- 
tainly indications should guide one in mak- 
ing the decision to explore the duct: 

A palpable stone in the duct. 
Dilatation of the duct. 

Jaundice or the history of jaundice. 
Small stones in the gallbladder with 
a patent cystic duct. 

5. Murky flocculent bile found by aspi- 


ration of the duct. 
6. Small gallbladder with stones and an 


enlarged common duct. 
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The stones can be extracted by scoop 
and the ampulla dilated in almost all in- 
stances. The scoop should pass freely into 
the duodenum, and the ducts should be 
flushed with water. A T tube should be 
used and brought out through a stab 
wound; in all cases of removal of the gall- 
bladder the wound should be drained in 
a similar manner. Postoperative cholan- 
giographic studies should be carried out 
before the tube is removed, 


Occasionally it is wise to resort to visu- 
alization of the duct on the operating table. 
This is to be commended. Many use it 
routinely. In my own opinion the duct can 
be explored at operation, and operative 
cholangiographic examination is rarely 
necessary. I explore the common duct in 
over one-third of my cases and find stones 
in three-fourths of them. Never explore a 
small common duct; stricture may result. 


Acute Cholecystitis—Acute disease of 
the gallbladder is largely an emergency, 


but not in the same sense as a ruptured 


ulcer or acute appendicitis. Time can be 
taken to prepare the patient and to observe 
the progress of the disease. Indications 
for immediate operation are related to an 
increase of local tenderness and muscle 
spasm, to a rise in the temperature and 
to an increased white blood cell count. 

The danger of spreading infection is not 
a reality. This is more likely to occur in 
the prolonged period of waiting. The 
infection theory has not been substan- 
tiated, as usually the acute process is due 
to an impacted stone in the cystic duct or 
to a chemical reaction from pancreatic 
regurgitation or concentrated bile. This 
process may not be eliminated during 
watchful waiting; it frequently goes on to 
gangrene, perforation, abscess formation 
or peritonitis. More pitfalls result from 
protracted observation than from prompt 
operation after a short period of prepara- 
tion and observation. 


When the acutely diseased gallbladder 
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ruptures, it will usually be either into the 
liver or into the surrounding peritoneal 
structures, forming a localized hepatic 
abscess or a pericholecystic abscess. It 
rarely ruptures into the free peritoneal 
cavity, as it is walled off by the duodenum, 
the transverse colon, the hepatic flexure 
of the colon and the liver. I have observed, 
in cases of acute cholecystitis, an inci- 
dence of about 10 to 12 per cent of leakage 
or perforation. 

I have seen many patients whose gall- 
bladders were gangrenous or had gan- 
grenous areas and who recovered without 
complications after cholecystectomy. Most 
of the perforations produced no more se- 
rious complications than a pericholecystic 
abscess or a large necrotic area in the gall- 
bladder bed. These disappeared with 
adequate drainage of the abscessed space. 

Of 5 patients 78 to 84 years of age who 
underwent cholecystostomies for acute 
cholecystitis, 2 subsequently required cho- 
lecystectomy. 

I have encountered 5 perforations into 
a viscus that required operation because 
of intestinal obstruction. In 3 there was 
erosion into the duodenum, producing ob- 
struction in the lower part of the ileum; 
the patients were relieved by operation. 
In 2 there was perforation into the colon, 
with subsequent extraction of an obstruct- 
ing stone from the rectum. 

Cholecystic duodenal fistulas are fre- 
quently not recognized until a gallstone is 
discovered to be the cause of an obstruction 
of the small bowel. They usually cause 
few symptoms, as the gallbladder has 
emptied its stones into the duodenum by 
the formation of a nonsurgical cholecysto- 
duodenostomy. A good stoma permits 
good drainage and no cholangitis. It is 
only when the stoma is small and the gall- 
bladder cannot drain itself of residual 
stones that symptoms persist and opera- 
tion is required. 

In my opinion the gallbladder should be 
removed rather than drained, except in a 
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few instances in which age, cardiac condi- 
tions or some other systemic condition or 
unfavorable local condition demands only 
the least possible amount of surgical trau- 
ma. That the operation is not as difficult as 
the usual cholecystectomy is evident to any 
surgeon of experience. Edema aids one 
in finding the planes of dissection, which 
is often difficult in the presence of chronic 
cholecystitis, because of dense adhesions. 
The common duct should not be explored, 
except when a stone is palpated or it is 
severely dilated. The operative site must 
always be drained. I drain through a stab 
wound, thus permitting closure of the in- 
cision without a drainage tube. Drainage 
through the operative incision may permit 
bile and drainage fluids to burrow between 
the layers of the closed abdomen, prevent 
healing and weaken the abdominal wall. 


Carcinoma of the Gallbladder.—The in- 
cidence of this complication is extremely 
low—probably not more than 2 per cent 
in my experience, but recorded by some 
as 4 to 5 per cent. I have always en- 
countered it in association with a calcu- 
lous gallbladder. In no case has it been 
surgically cured. I have removed large 
wedges of liver in continuity with the gall- 
bladder. This adds little to the postopera- 
tive extension of life. The liver is spongy, 
and, although all visible carcinoma is re- 
moved, it soon recurs. Right hepatectomy 
has been performed, without cure. It is 
a formidable operation, accompanied by an 
excessive mortality rate, and will not be 
accepted as a standard procedure for car- 
cinoma of the gallbladder. 

The incidence of cholecystic carcinoma 
is higher than the mortality rate from 
operations on the gallbladder, and chole- 
cystectomy for stones is an _ excellent 
prophylactic measure against the develop- 
ment of carcinoma. 

Heart Disease and Gallbladder Dis- 
ease——In many instances chronic gall- 
bladder disease or ductal obstruction is 
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associated with chronic myocardial or 
valvular heart disease, or becomes a prob- 
lem in one who has previously been the 
victim of coronary occlusion. I have ob- 
served that these patients withstand oper- 
ation remarkably well and apparently have 
an increased cardiac reserve after they 
have been relieved of pain, gas and in- 
digestion. I have removed some infected 
gallbladders from patients with associated 
advanced heart disease, with surprisingly 
good results upon the heart. Many func- 
tional disorders are relieved entirely. The 
relation has been mentioned for years, and 
favorable results have been obtained and 
reported by others. 

Biliary Dyskinesia.—The postcholecys- 
tectomy syndrome may be the result of 
spasm of the sphincter of Oddi or of over- 
looked stones, pancreatitis or duodenal 
ulcer. Biligrafin may be valuable in detect- 
ing overlooked stones or ductal obstruc- 
tion; there is an error of 15 to 20 per cent, 
however, in which visualization is in- 
definite or not obtainable. In any event, 
if the symptoms persist, I am convinced 
that the common duct should be explored 
surgically. 

The duct should be opened and carefully 
investigated for stones. A 4 mm. scoop 
should be passed into the duodenum and 
the duct carefully palpated over it. If one 
is in doubt, the duodenum should be opened 
and the ampulla inspected. If the ampulla 
is small, the anterior portion of the 
spincter of Oddi can be incised. The 
mucosa of the duodenum and the common 
duct should be sutured. Suturing prevents 
hemorrhage and stenosis and keeps the 
sphincter open. 

Choledochoduodenostomy.—Choledocho- 
duodenostomy is an operation of great 
merit for ductal obstruction at the ampulla, 
which cannot be dilated. It is effective 
in cases of fibrosis from pancreatitis, 
ampullary stenosis and sometimes car- 
cinoma of the head of the pancreas. A 
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wide stoma will not produce cholangitis or 
the reflux of duodenal contents into the 
hepatic ducts. It will drain well. Water 
seeks its level; so does bile. Cholangitis 
is due to stenosis, obstruction and back 
pressure. The merits of this procedure 
have been discussed and advocated in 
selected cases by Sanders.’ I have used 
it frequently and found it effective. 


Obstructions in the Head of the Pan- 
creas.—Obstructions from lesions in the 
head of the pancreas are usually malig- 
nant. They are suggested clinically by an 
enlarged palpable gallbladder, painless 
progressive jaundice, and acholic stools 
without urobilinogen. Widening of the 
curve of the duodenum is radiologically 
suggestive. 

Radical resection of the head of the 
pancreas has not proved more serviceable 
than conservative operations. I have done 
15, with no better results than by a con- 
servative procedure. The mortality rate 
is high, and in about one-fifth of the pa- 
tients the lesions prove to be benign. 
Biopsy is uncertain and dangerous, be- 
cause of pancreatic fistula. 

Radical operation should be done for 
carcinoma of the ampulla of vater. My 
longest survival was four years and eight 
months; death was due to another cause. 
Permission for autopsy was not obtained. 


SUMMARY 


Early operation is urged for disease of 
the gallbladder. Complications result in 
hazards and uncertain results. 

Visualizing processes are becoming clin- 
ically applicable for delineation of the bil- 
iary tract. Cholecystographic and cholan- 
giographic technics are discussed, and 
available means for early diagnosis of 
disease of the gallbladder are suggested. 

Functional tests of the liver for dif- 
ferential diagnosis between hepatitis and 
ductal obstruction are discussed. 
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It is pointed out that clinical history 
and the results of physical examination 
must be correlated with any laboratory 
data. 

The effects of ductal obstruction upon 
the intrahepatic bile ducts and liver are 
extensive and persistent, and are described. 

Acute disease of the gallbladder and in- 
dications for immediate or delayed opera- 
tion are discussed. The local condition 
in relation to drainage or removal is men- 
tioned as a guide in decision, 

The relation of cholecystic disease to 
cardiac disease and to malignant neoplasm 
is treated in some detail. 

Some opinions concerning the surgical 
treatment of the common bile duct are 
offered, and the value of anastomosis of 
the duct to the duodenum is emphasized. 

Palliative surgical therapy is recom- 
mended for carcinoma of the head of the 
pancreas. 


RESUME 


La nécessité d’interventions précoces 
dans les cas d’affections de la vésicule 
biliaire est soulignée. 


L’auteur expose la technique de la cho- 
lécystographie et de la cholangiographie, 
avec les moyens a disposition pour un 
diagnostic précoce, 

Il décrit les tests fonctionnels pour le 
diagnostic différentiel entre l’hépatite et 
l’obstruction du canal hépatique. L’anam- 
nése clinique et les résultats des examens 
physiques doivent étre complétés par des 
examens de laboratoire. 

L’auteur discute éncore: 

Les effets étendus et persistants de 
Yobstruction sur les conduits biliaires 
intra-hépatiques ; 

Les indications opératoires d’urgence et 
retardées des affections aigués de la vési- 
cule biliaire (état local par rapport au 
drainage ou 4 l’ablation) ; 
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Le rapport d’une affection du cholédoque 
avec une affection cardiaque et une réci- 
dive maligne; 

Les opinions de certains auteurs quant 
au traitement chirurgical, et la valeur de 
l’anastomose du canal avec le duodénum. 

Une thérapeutique chirurgicale pallia- 
tive est recommandée pour le carcinome de 
la téte du pancréas. 


RIASSUNTO 


Le malattie della colecisti richiedono un 
intervento precoce perché le complicanze 
della malattia significano rischi e risultati 
incerti. 

La dimostrazione radiologica delle ma- 
lattie del tratto biliare sta divenendo 
sempre pit facile; viene descritta la tec- 
nica della colecisto- e della colangiografia. 
Vengono inoltre ricordati i tests funzionali 
che servono nella diagnosi differenziale fra 
l’epatite e l’ostruzione dei dotti; questi 
dati devono essere sempre messi in rap- 
porto con gli elementi anamnestici e con 
i segni clinici. 

I danni prodotti dalla ostruzione sulle 
vie biliari intra-epatiche sono diffusi e per- 
sistenti. Viene discusso il problema della 
indicazione all’intervento precoce o diffe- 
rito delle affezioni acute della colecisti, 
soprattutto in raprporto al drenaggio 0 alla 
colecistectomia. Vi é anche un accenno ai 
rapporti fra le malattie della colecisti e 
le affezioni cardiache. 

A proposito della chirurgia del coledoco, 
viene sottolineato il valore della coledcco- 
duodenostomia, mentre nei carcinomi della 
testa del pancreas si consiglia la terapia 
chirurgica palliativa. 


SUMARIO 


Recomenda a operacao precoce para as 
afeccdes vesiculares. 

As complicagées levam a insucessos e 
resultados incertos. 
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Os métodos de visualizacao esto se tor- 
nando clinicamente aplicaveis para melhor 
delineacao do trato biliar. Discute as téc- 
nicas da colecistografia e do colangiografia 
e sugere meios para 0 diagnéstico precoce. 

Discute os testes funcionais do figado 
no diagnostico diferencia] entre a hepatite 
e a obstrucao biliar. 

Salienta que os testes de laboratorio 
devem ser confrontados com a anamnese 
e os achados clinicos. 

Descreve os efeitos da obstrucéo dos 
canais hepatico, e intrahepaticos. Discute 
as indicagées do tratamento imediato ou 
tardio nas afeccées agudas da vesicula. 
A situacao local em face da drenagem ou 
da exciséo sao aspectos discutidos pelo A. 
Estuda detalhadamente a correlacao entre 
a molestia colecistitica, a insuficiencia car- 
diaca e as degeneracées malignas. 

Descreve o valor da anastomose do cole- 
doco ao duodeno e exprime opinides sobre 
o tratamento cirurgico. 

Nos casos de carcinoma de cabeca do 
pancreas recomenda o tratamento palia- 
tivo. 


RESUMEN 


Las afecciones de la vesicula biliar re- 
quieren un tratamiento quirtrgico precoz. 
Todas las complicaciones postoperatorias 
son consecuencia de casos arriesgados 0 
de resultados inciertos. 

Los métodos de visién directa se estan 
ya aplicando en la demonstraci6n radio- 
logica de las vias biliares; por ello se pre- 
sentan las técnicas colangiograficas y cole- 
cistograficas, y algunas indicaciones para 
llevar a cabo diagndésticos precoces. 

Se trata sobre la valorizacién de las 
pruebas de funcién hepatica para hacer el 
diagnéstico diferencial entre las hepatitis 
y las obstrucciones biliares. 

Se da el maximo valor a los datos de 
laboratorio, en relacién a la historia cli- 
nica y a la exploracién fisica. 


VOL. 29, NO. 5 


Se describen los efectos de la obstruc- 
cion biliar en las vias intrahepaticas y en 
el higado. 


Se dan algunos consejos para los casos 
de colecistopatias agudas que requieren 
tratamiento quirtirgico urgente, o aquellas 
en las que la operacion no corre prisa. Se 
considera como factor decisivo la posici¢n 
topografica de los érganos en relacién con 
el drenaje o la extirpacion. 

Tambien se recogen algunas opiniones 
sobre las operaciones en el colédoco, y se 
subraya la importancia de la coleduodenos- 
tomia, mientras que en los casos de 
carcinoma de cabeza de pancreas se re- 
comienda un tratamiento quirtrgico pa- 
liativo. 


ZUSAM MENFASSUNG 


Zur Behandlung von Gallenblasener- 
krankungen wird friihzeitige Operation 
dringend 


angeraten. Komplikationen 
fiihren zu Gefahren und zu unsicheren Er- 
gebnissen. 

Die réntgenologischen Verfahren wer- 
den jetzt anwendbar zum Nachweis der 
Gallengange. Die Technik der Chole- 
cystographie und Cholangiographie wird 
erértert und die vorhandenen Méglichkei- 
ten einer friihzeitigen Diagnose werden er- 
lautert. 

Ferner wird auf den Wert der Leber- 
funktionsproben in der Differentialdiag- 
nose zwischen Hepatitis und Gallengangs- 
verstopfung eingegangen. 

Es wird hervorgehoben, dass die Anam- 
nese und die Ergebnisse der klinischen 
Untersuchung mit den Laboratoriums- 
befunden in Einklang gebracht werden 
miissen. 
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Die Wirkungen der Gallengangsver- 
stopfung auf die intrahepatischen Gallen- 
wege und auf die Leber sind umfangreich 
und von langer Dauer und werden aus- 
fiihrlich beschrieben. 

Akute Gallenblasenerkrankungen und 
die Indikationen zu sofortigem oder spa 
terem operativen Eingriff werden erortert. 
Die Beziehungen der értlichen Erkran- 
kung zur Drainierung oder zur Entfer- 
nung der Gallenblase werden als richtung- 
gebend in der Entscheidung angefiihrt. 

Auf die Beziehung von Gallenblasen- 
erkrankungen zu Herzkrankheiten und 
zum Auftreten einer bésartigen Neubil- 
dung wird ziemlich ausfiihrlich einge- 
gangen. 

Ansichten iiber die chirurgische Behand- 
lung des Choledochus werden geaussert, 
und der Wert einer Anastomosierung des 
Choledochus mit dem Zwélffingerdarm 
wird hervorgehoben. 


Zur Behandlung des Krebses des Pan- 
kreaskopfes wird ein palliatives chirurgi- 
sches Vorgehen empfohlen. 
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Recent Observations in Percutaneous 


Splenoportography at Chulalongkorn Hospital 


HIS paper is a continuation of a pre- 
vious report on percutaneous spleno- 


portographia studies performed at 
Chulalongkorn hospital and presented at 
a meeting of the Medical Association of 
Thailand in Chieng-mai, in November- 
December, 1955. In that report the devel- 


opment of percutaneous splenoportog- 


raphy, its indications and its technic were 
discussed, and a few pathologic conditions 
with abnormal refluxes and collaterals 
were shown.! 

Since then, more splenoportograms have 
been taken in this hospital and have shown 
new points of interest that will be pre- 
sented here. The present series of 24 cases 
includes 1 normal liver, 7 cases of Laen- 
nec’s cirrhosis, 2 of biliary cirrhosis, 5 of 
Banti’s syndrome, 1 nodular mass in the 
liver, 3 metastatic carcinomas and 5 
amebic abscesses of the liver. 

The diagnoses were, as far as possible, 
verified by hepatic biopsy, operation, au- 
topsy or clinical response to specific thera- 
py. 

The Normal Splenoportogram.—The 
normal portograms will be briefly de- 
scribed first, for a better comprehension 
and comparison with the abnormal ones. 

A normal splenoportogram was obtained 
from a patient with repeated hematem- 
esis that was thought to originate from 
esophageal varices. Later, a study of the 
upper part of the gastrointestinal tract 
showed a duodenal ulcer. 

In the normal liver, blood flow is hepa- 
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topital and the splenic vein makes an angle 
with the portal vein at a point where the 
superior mesenteric vein enters the portal 
circulation (Fig. 1A). The superior mesen- 
teric vein is not visualized, because there 
is no reflux into that vein. Within the 
liver, the portal vein divides into two main 
branches: one for the right, and one for 
the left lobe of the liver (Fig. 1A). After 
this, the intrahepatic portal branches 
subsequently ramify, gradually becoming 
smaller in caliber, until they reach the 
liver periphery. Their distribution is even 
throughout the visualized liver areas, and 
their course is smooth and soft (Fig. 1B). 
Nine to eleven seconds after commence- 
ment of the injection of contrast material, 
the capillaries and liver sinusoids are opac- 
ified; the shadow of the liver becomes ho- 
mogenously dense (Fig, 1, C and D). The 
film at this stage is called a hepatogram. 

No abnormal refiuxes or collaterals are 
seen; the splenic vein is usually smaller 
than the portal vein, because the latter re- 
ceives more blood. 

It should also be noted that the left lobe 
of the liver hardly extends beyond the left 
border of the spine. 

The Cirrhoses.—The case chosen for 
illustration of cirrhotic conditions is a case 
of Laennec’s cirrhosis. With this condition 
intrahepatic pressure is increased and the 
blood flow becomes hepatofugal. There is 
reflux of the contrast material into the 
tributaries of the portal and splenic veins, 
as well as opacification of the existing col- 
laterals. At the same time, the intrahe- 
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Fig. 1—A, splenic vein forms angle with portal vein. Two main intrahepatic branches are seen. 

smaller intrahepatic portal branches show soft curves, gradual decrease in caliber and even distribu- 

tion throughout the liver area. C, “hepatogram” taken eight seconds after injection. D, “hepatogram” 
taken eleven seconds after injection. 


patic portal venous pattern is changed: 2, A and B). Circulation time is delayed. 
venous branches are few, their curves are Included in the new observations at this 
no longer soft but stiff, short and straight, hospital is the fact that, when the liver is 
and their caliber decreases suddenly (Fig. extremely small and the spleen is not en- 
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larged, few collaterals are seen, little ab- 
normal reflux is present and circulation 
time is not.changed (Fig. 3, A and B). 
These evidences indicate that relatively 
little hypertension exists in such a liver. 
When the liver is not enlarged but the 
spleen is large, more collaterals are seen. 
In the case illustrated here (biliary cir- 
rhosis) there were all the characteristic 
intrahepatic venous pattern changes with 
hypertension; intrahepatic venous portal 
branches were few, small, short and stiff, 
and the periphery of the liver was clear 
(Fig. 4A). Abnormal refluxes and collater- 
als were also observed ; reflux into the cor- 
onary vein and the superior mesenteric 


vein, esophageal varices and gastrorenal 


collaterals were opacified (Fig. 4B). 
Banti’s Syndrome.—When both liver 
and spleen are enlarged, as in cases of 
Banti’s syndrome, most varied collaterals 
are observed. Figure 5 illustrates a case 
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of Banti’s disease. This case was most ap- 
propriate for demonstration of the change 
in size of the veins of the portal circula- 
tion when there exists much intrahepatic 
hypertension and the blood flow is hepato- 
fugal; the portal vein is reduced in size, 
with reduction of blood flow; the splenic 
vein is larger than the portal vein, and 
even the coronary veins have a greater 
caliber than does the portal vein. The 
esophageal varices are extremely large. 


Only those collaterals not previously 
demonstrated will be shown here: (1) 
transspleno-azygos collaterals in a case of 
Banti’s disease (Fig. 5B); (2) spleno- 
renal collaterals emptying to the inferior 
vena cava through a dilated left renal vein 
(Fig. 6A); (3) gastrorenal collaterals 
(Fig. 6B) and (4) transspleno-azygos 
collaterals “via” the intercostals (Fig. 
6), in another case of Banti’s disease, 
and finally (5) in still another case of 


Fig. 2.—A, Laennec’s cirrhosis—Note reflux into coronary veins and esophageal varices. Intrahepatic 


branches are few, short and stiff; periphery is clear. 


B, same case; delayed circulation in liver 


(eleven seconds after injection). 
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Fig. 3.—A, Laennec’s cirrhosis. Liver is very small, spleen is small, there is only slight reflux into 
superior mesenteric vein. B, same case. Normal circulation time; hepatogram taken at the end of 
eleven seconds. 


Fig. 4.—A, biliary cirrhosis. Small, short intrahepatic portal veins and refluxes into coronary veins and 
superior mesenteric vein. B, same case—showing gastrorenal collaterals. 
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Fig. 5.—A, Banti’s disease. Splenic vein and the coronary veins are larger than the portal vein due to 
hepatofugal blood flow. B, same case. Transspleno-azygos collaterals shown. 


Fig. 6—A, Banti’s disease. Splenorenal collaterals; drainage into inferior vena cava; gastrorenal 
collaterals. B, same case, showing opacification of intercostal veins. 


Banti’s syndrome, large coils of retro- Tumor.—I have included in this series, 
peritoneal splenocolic collaterals (Fig. 7, a benign-looking tumor, located in the 
A, B and C). posterior superior area of the liver, whose 
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Fig. 7.—A, Banti’s syndrome; large retroperitoneal coils of splenocolic collaterals. B, same case 
showing more collaterals. C, same case eleven nag oe after injection. Practically no contrast medium 
in liver. 


Fig. 8.—A, benign-looking tumor mass in liver. B, same case. Blood vessels displaced by tumor. 


splenic portograms show displacement of Metastatic Carcinoma.—There were 3 
the blood vessels by the mass (Fig. 8, A cases of metastatic carcinoma of the liver. 
and B). In all 3 the following characteristics 
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A 
Fig. 9.—A, metastatic carcinoma. Blood vessels displaced by tumor masses. Portal hypertension is 


present. B, same case, showing more displaced vessels and bloodless areas of the tumor. C, same case, 
eleven seconds after injection. Filling defect in areas occupied by tumor. 


iE 


Fig. 10.—A, liver abscess. Blood vessels to abscess area are destroyed. There is hypertrophy of left 

hepatic lobe. B, same case, showing hepatogram of left lobe and of remaining right lobe. C, same 

case three weeks after treatment with emetine. D, same case; remarkable evidence of repair. E, same 
case, showing almost normal pattern. 
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Fig. 11.—A, liver abscess. Branches of anterior subdivision of intrahepatic main branch are de- 
stroyed. Those of posterior subdivision remain visible. B, same case, showing location of abscess 
after needle aspiration of pus. 


Fig. 12.—A, liver abscess, showing branches of anterior subdivision of intrahepatic vein opacified. 
Posterior branches are missing. B, same case, branches to posterior superior area of liver are still 
missing. Note hypertrophy of left lobe. C, same case. Position of abscess verified by lateral view. 


were noted: displacement of the blood 
vessels by bloodless tumor masses, crowd- 
ing of the displaced vessels in the areas 
adjacent to the tumors (Fig. 9, A and B) 
and, when the contrast medium reached the 


hepatic sinusoids, filling defects showed 
in the hepatogram that correspond to the 
bloodless areas of the tumor masses, being 
surrounded by dense areas where the dis- 
placed capillaries and liver substance 
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congregate to form a denser tissue. There 
is no destruction of the blood vessels, the 
tumor merely acting as a “space-occupying 
lesion.” There is no evidence of compen- 
satory hypertrophy of the liver (Fig. 9C). 


Amebic Abscess of the Liver.—In cases 
of amebic hepatic abscess the size of the 
liver is increased. There is also propor- 
tionate increase in the size and length of 
the intrahepatic portal veins, which retain 
their soft curves and their gradual change 
in caliber. There is an avascular area in 
the liver that corresponds to the abscess or 
area of necrotic liver tissue. The blood 
vessels of that particular area disappear 
because they have been destroyed; they 
are not displaced as with carcinoma (Fig. 
9, A and B). Pronounced compensatory 
hypertrophy of the healthy liver tissue was 
observed in this series—constant hyper- 
trophy of the left lobe—and the amebic 
liver showed remarkably rapid response to 
specific emetine therapy. Figure 10 (C, 
D and E) shows the same liver three weeks 
after completion of the treatment. The 
evidences of repair and return to the nor- 
mal pattern are definite. 

If one assumed that the intrahepatic 
portal venous system follows the course of 
the hepatic arteries and also that of the 
biliary canaliculi,? by following the course 
of these intrahepatic veins, it would be 
possible to indicate with precision which 
area of the liver is or is not pathologic. 

Thus, in the next case of amebic abscess 
of the liver, in which needle aspiration of 
the pus was not successful, an attempt was 
made to locate the abscess by splenic 
portographic study. The bloodless area 
seen on the film (Fig. 11A) corresponds to 
the abscess, as was verified by aspiration 
and by a postaspiration film (Fig. 11B). 

In this case the anterior branch of the 
right intrahepatic portal vein, which gives 
branches to the anterior superior and 
anterior inferior areas of the liver, was 
destroyed. Only the posterior branches 
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were visualized. There was hypertrophy 
of the left lobe. 


In the last case of amebic liver abscess 
for illustration here (Fig. 12, A and B) 
large blood vessels were superimposed on 
the abscess area. By following the course 
of the visualized blood vessels it made it 
possible to state that they were the veins 
to the superior anterior hepatic area and 
came from the anterior subdivision of the 
right intrahepatic main trunk. The veins 
missing in the hepatogram are those of 
the posterior superior liver area. A lateral 
view helps to clarify the situation 
(Fig. 12C). 


SUMMARY 


A normal portal venous pattern in the 
liver of a patient bleeding from a duodenal 
ulcer is shown. 


Different intrahepatic patterns of he- 
patic cirrhosis are also demonstrated. In 
this connection, the existing tendency for 
abnormal refluxes and collaterals to vary 
in direct proportion to the size of the liver 
and spleen is brought out. 


In the author’s opinion, the intrahepatic 
portal venous pattern in the presence of a 
metastatic carcinoma of the liver is 
pathognomonic of a “space-occupying le- 
sion,” while the pattern in the presence of 
amebic abscess of the liver is that of “liver 
necrosis.” Distinguishing characteristics 
are discussed. 

Finally, it is suggested that splenic 
portographic study can be used for exact 
location of lesions in the liver and that the 
method will play an important part in the 
development of surgical treatment of the 
liver. 


CONCLUSION 


The observation of a definite fixed course 
taken by the intra-hepatic-portal venous 
system has led to precise location of the 
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site of hepatic pathologic change; the fact 
that removable lesions of the liver exist 
makes it logical to think of “percutaneous 
splenoportography” as a good means for 
locating such lesions. 

It is concluded that percutaneous splenic 
portographic study will play an additional 
important role, that of assisting the devel- 
opment of hepatic surgery. 
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RESUMEN 


E] autor presenta una portografia hepa- 
tica tomado en un caso hemorragia por 
ulcus duodenal. En este caso la distribu- 
cién del arbol venoso intrahepatico cor- 
respondi6 un esquema que pudiéramos 
llamar normal. 


En los casos de cirrosis se pueden ver 
distribuciones de las venas muy variables. 
En relacién con esto se observa la tenden- 
cia existente a la formacién de reflujos 
venosos y de colaterales en proporcién 
directa al tamajio del bazo y del higado. 


Se cree que la distribucién venosa portal 
intrahepatica en un carcinoma metastatico 
se caracteriza por la llamada “lesién ocu- 
pando espacia,” mientras que la distribu- 
cién venosa en el caso de un absceso ame- 
biano es la de una “necrosis hepatica.” Se 
estudian estas diferentes caracteristicas. 


Finalmente se sugiere que la portografia 
esplénica puede emplearse para la locali- 
zacién de lesiones intrahepaticas y que, en 
consecuencia, el método puede ser de gran 
valor en el progreso del tratamiento qui- 
rirgico de las enfermedades hepaticas. 
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CONCLUSIONES 


La observacién de que las venas del 
sistema portanin-trahepatico siguen un 
esquema de distribucién muy preciso trae 
como consecuencia la posibilidad de loca- 
lizar alteraciones patolégicas. Puesto que 
existen ciertas lesiones del higado extir- 
pables es légico pensar en la esplenopor- 
tografia percutanea como un método para 
su localizacion. 

Se saca en consecuencia que el estudio 
de la esplenoportografia esplénica ha de 
jugar un papel importante en el desenvol- 
vimiento de la cirugia hepatica. 


RIASSUNTO 


Viene dimostrato lo schema della cir- 
colazione venosa portale nel fegato di pa- 
zienti con ulcera duodenale sanguinante. 
Vengono mostrati inoltre diversi quadri in 
corso di cirrosi epatica; a questo proposito 
viene dimostrato come il circolo collaterale 
ei reflussi venosi siano in diretto rapporto 
con le dimensioni del fegato e della milza. 

Si sostiene che il disegno venoso portale 
intraepatico, in caso di cancro metastatico 
del fegato, sia quello tipico di una lesione 
espansiva, mentre in caso di ascesso ame- 
bico il disegno sia quello della necrosi. 

Si afferma infine che la spleno-portogra- 
fia é@ indispensabile per la localizzazione 
essato delle lesione nel fegato e che questo 
metodo portera un grande vantaggio alla 
chirurgia di quest ’organo. 


CONCLUSIONI 


L’aver dimostrato che il sistema venoso 
portale intra-epatico segue un disegno cos- 
tante ha consentito di localizzare esatta- 
mente certe lesioni intra-epatiche; la 
spleno-portografia percutanea é un mezzo 
per localizzare queste lesioni, alcune delle 
quali sono asportabili. 
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RESUME 


L’auteur montre un type normal de veine 
porte chez un malade atteint d’hémorragies 
par ulcére duodénal. 

Différents types intrahépatiques de cir- 
rhose hépatique sont également décrits, 
démontrant la tendance existante 4 des 
reflux pathologiques et a des collatérales, 
en proportion directe avec le volume du 
foie et de la rate. 

L’auteur pense que la type de la veine 
porte en présence d’un carcinome métasta- 
tique du foie, est pathognomonique d’une 
lésion présentant un “volume,” alors que 
le type observé en présence d’un abcés 
amibien du foie est celui d’une “nécrose 
hépatique.” Les caractéres distinctifs de 
ces deux types sont discutés. 

L’auteur suggére, pour terminer, que 
l’étude portographique de la rate peut étre 
utilisée pour la localisation précise de lé- 
sions hépatiques. Cette méthode jouera 
sans doute un réle important dans les 
progrés du traitement chirurgical du foie. 


CONCLUSIONS 


Le fait que le systéme porte intrahépa- 
tique suit un cours bien défini a permis une 
localisation précise des modifications path- 
ologiques du foie; puisqu’il existe des lé- 
sions extirpables du foie, il est logique de 
songer a la “splénoportographie percu- 
tanée” comme moyen de localisation. 


ZUSAMMENFASSUNG 


Es wird das normale Ausbreitungsbild 
der Pfortader innerhalb der Leber eines 
aus einem Zw6é'!ffingerdarmgeschwiir blu- 
tenden Kranken gezeigt. 

Ferner werden verschiedene intrahepa- 
tische Gefassmuster bei Leberzirrhose 
dargestellt. Im Zusammenhang damit 
wird die bestehende Neigung zu unnorma- 
len Riickfliissen und Kollateralbildungen, 
deren Ausbreitung im direkten Verhialt- 
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nis zur Grésse der Leber und Milz 
schwankt, hervorgehoben. 

Es wird angenommen, dass das beim 
Bestehen eines metastatischen Leberkreb- 
ses beobachtete Gefissmuster des intrahe- 
patischen Verlaufs der Pfortader fiir eine 
“raumeinnehmende Erkrankung” und das 
beim Bestehen von Amédbenabszess der 
Leber vorliegende Gefassmuster fiir ‘“Le- 
bernekrose” pathognomonisch ist. Die 
charakteristischen Unterscheidungsmerk- 
male werden erértert. 

Schliesslich wird der Vorschlag ge- 
macht, die portographische Untersuchung 
durch die Milzvene zur genauen Lokalisie- 
rung von Lebererkrankungen anzuwenden. 
Es wird angenommen, dass dieses Verfah- 
ren eine wichtige Rolle in der Entwick- 
lung der chirurgischen Behandlung der 
Leber spielen wird. 


SCHLUSSFOLGERUNGEN 


Die Beobachtung, dass das intrahepa- 
tische venése System der Pfortader einen 
bestimmten festgelegten Verlauf zeigt, hat 
zu einer genauen Lokal'sierung des Sitzes 
krankhafter Leberveranderungen gefiihrt; 
die Tatsache, dass es resezierbare Leber- 
erkrankungen gibt, fiihrt zu der logischen 
Annahme, dass die “perkutane Spleno- 
portographie” ein gutes Mittel zur Lokali- 
sierung solcher Erkrankungen abgeben 
mag. Es wird angenommen, dass dieses 
Verfahren eine wichtige Rolle in der Ent- 
wicklung der chirurgischen Behandlung 
der Leber spielen wird. 


SUMARIO 


Um esquema venoso portal no figado de 
um paciente que sangra de uma ulcera 
duodenal é demonstrado pelo A. Diferen- 
tes exemplos de cirrose hepatica sao 
demonstrados. Acentua a tendéncia exis- 
tente do refluxo anormal e colateral varia- 
vel na proporcaéo direta do tamanho do 
figado e do baco. Acredita-se que um 
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esquema de circulacao venosa portal intra- 
hepatica na presenca de um carcinoma do 
figado € patognomonico de “um espaco 
ocupado por uma lesao” emquanto que o 
quadro citado na presen¢a de abcesso ame- 
biano do figado é o da “necrose hepatica.” 
O A. estabelece as caracteristicas do diag- 
nostico. Sugere, finalmente, que o estudo 
espleno-portografico pode ser usado para 
exta localisagao das lesdes no figado e que 
o método tera papel importante no desen- 
volvimento do tratamento cirurgico do 
figado, 


CONCLUSAO 


A observacao de um curso fixo tomado 
pelo sistema venoso intrahepatico-porta 
levou a localisagéo precisa do sitio das 
modificagédes patologicas; o fato de que 
existem lesdes removiveis do figado é lo- 
gico pensar que a “esplenoportografia per- 
cutanea” é um bom método para localisar 
essas lesdes. 


Conclue que o estudo espleono portogra- 


m (Feb.) 1956. 
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fico percutaneo podera desempenhar um 
papel muito importante auxiliando o desen- 
volvimento da cirurgia hepatica. 
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Regional lleitis 


ULYSSES GRANT DAILEY, M.D., Se.D., LL.D., F.A.C.S., F.I.C.S., D.A.B.* 
CHICAGO, ILLINOIS 


NTEREST in this condition as a disease 

| entity was stimulated by the writings 
of B. B. Crohn and his associates at 
Mount Sinai Hospital in New York some 
twenty-five years ago. Their first paper 
was based upon 14 cases. They described 
the disease as affecting mainly young 
adults and characterized by a subacute or 
chronic necrotizing inflammation involv- 
ing the distal segment of the ileum; hence 
the designation terminal ileitis. With the 
appearance of reports from various clinics 
following Crohn’s description, the belief 
that the disease was confined to the ter- 
minal portion of the ileum was dispelled, 
as is indicated by such terms as regional 
enteritis, segmental ileitis, enterocolitis 
and chronic cicatrizing enteritis, which 
were subsequently applied to the condition. 
Actually the disease is not new. This 
is disclosed by descriptions written many 
years ago of cases of enteritis, abdominal 
fistulas and granulomatous processes in- 
volving the ileum and colon which coincide 
with the cases of regional ileitis observed 
today. Thus, in 1806 Canube and Saunders 
described a case characterized by stricture 
and thickening of the ileum. Abercrombie 
in 1828 described additional cases. In the 
earlier part of the current century, Moy- 
nihan, Mayo-Robson, and Braun gave clin- 
ical lectures on inflammatory tumors of 
the small intestine which included un- 
doubted cases of regional ileitis. Moschko- 
witz and Wilensky in 1923 reported 4 
cases of a granulomatous inflammatory 
lesion involving mainly the cecum and 
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*The cases with intestinal have been referred 
to in the body of the article. 
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colon, which presented the same micro- 
scopic picture as did the proved cases of 
terminal ileitis. 

Clinically, the disease may be acute, 
subacute or chronic. The acute forms sim- 
ulate appendicitis, and in my series most 
of the earlier cases of ileitis were en- 
countered at operation for what was 
thought to be an atypical case of appendi- 
citis. Pain in the right lower abdominal 
quadrant may come on acutely, but it does 
so less frequently than in the typical case 
of acute appendicitis. The pain is low 
grade but is not pathognomonic. At opera- 
tion the appendix usually proves to be 
normal, and, when the ileum is examined 
in the search for a cause of the trouble, 
a characteristic picture is often seen. 
Many a case has been overlooked with the 
abdomen open. In the typical early case, 
or one in which there has not been multiple 
recurrence, a hyperemic, moderately ede- 
matous ileal serosa will be seen adjacent 
to the ileocolic junction, involving some- 
thing like 8 or 10 (20.3 to 25.4 cm.) of the 
bowel. The corresponding mesentery is 
more or less involved in edema, even in 
the early stages. A rather characteristic 
pallor is associated with the edema, broken 
by capillary hyperemic networks. One 
patch only may be present with the acute 
condition, but in the subacute type char- 
acteristic “skip areas” or patches may 
extend proximally throughout the ileum 
and even high into the jejunum. Palmer 
stated that “diffusion of the process with 
its broadened skip areas lessens the inten- 
sity of the disease at any one point” and 
thereby bespoke an improved prognosis. 
Involvement of the mesentery with edema 
and even multiple small areas may occur 
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in this type, and the ileum is thickened. 
In contrast to the pallor broken by the 
capillary network, some authors have em- 
phasized the beefy red appearance often 
seen when this condition is pathologically 
more advanced, with necrosis and second- 
ary infection. In my own series this was 
the less frequent of the contrasting types. 
In a large proportion of the cases the 
cecum was not involved, but there was a 
distinct group in which there is ileocolitis, 
or as it is called by some authors in this 
connection, colo-ileitis, was present. In 
the majority of cases, Crohn’s disease be- 
gins in the ileum and spreads to the cecum. 
Eudel and Vigier (p. 471, Yearbook of 
Surgery 1956-1957) analyzed 2 cases, 1 of 
their own and 1 from literature, in which 
the disease remained localized in the ce- 
cum. Only by microscopic examination 
could the diagnosis be made. Their case 
is as follows: 

“Woman, 26, complaining of digestive 
disturbances and abdominal pains, was 
found on radiologic examination to have 
a cecal obstruction. Koch’s bacilli could 
not be recovered from the stools, but a 
positive skin reaction to tuberculin and the 
facts that the patient’s father had died 
from pulmonary tuberculosis and that the 
patient lived with a sister who was under 
treatment for tuberculous disease led to 
a diagnosis of hypertrophic tuberculosis 
of the cecum. Antituberculous treatment 
for about four months produced no im- 
provement in the abdominal pains, and the 
cecal obstruction — a small tumor — ap- 
peared larger and more fixed. At opera- 
tion, the macroscopic appearance of the 
tumor and mesentery seemed to confirm 
the diagnosis of hypertrophic cecal tuber- 
culosis, and right hemicolectomy was per- 
formed. Microscopic examination of the 
specimen invalidated the diagnosis of tu- 
berculosis and demonstrated sclerotic and 
inflammatory lesions characteristic of 
Crohn’s disease. The postoperative course 
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was marked by chills, fever and the ap- 
pearance of a fistula (remote from the 
anastomosis) that persisted for one and 
one-half months. One and one-half months 
after the patient’s discharge, the symp- 
toms returned. Medical treatment was in- 
effective, and a second operation was per- 
formed. The anastomosis was functioning 
well, but the ileum and mesentery showed 
the characteristic appearance of Crohn’s 
disease in an active phase. The mesentery 
was infiltrated with procaine according to 
Forget’s method, and the anastomosis, 
with some 20 cm. of colon and 1 M. of 
healthy small intestine, measuring from 
the end of the ileal lesions, were removed. 
Continuity was restored by a wide side-to- 
side anastomosis. The postoperative course 
was uneventful and 18 months later the 
patient was in excellent condition and had 
resumed her normal activities.” 

The appendix is usually not involved, 
except possibly at its base. The involve- 
ment of the cecum and ascending colon 
may, in exceptional cases, predominate 
over that of the ileum (Case 1). Granu- 
lomatous masses within the lumen of the 
ileocecal segment of the intestine account 
for the thickening and nodular character 
of the lesion. The cecal cases form an im- 
portant group, being often mistaken for 
carcinoma. I have had a number of cases 
of this description, of which Case 1 is a 
prototype. 

In a certain number of cases the condi- 
tion progresses to abscess formation re- 
sulting from spread of the infection into 
the mesentery between its plates. An 
example of this is Case 4. 

A fifth class represents advance of the 
disease with tendency to fistula formation. 
A fistula so formed may rupture external- 
ly on the abdominal wall, into the free 
peritoneal sac or into abdominal viscera, 
such as the adjacent intestines. Or, as in 1 
of my cases (Case 5) the ileum may ad- 
here to the bladder, then rupture into it, 
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so that the formation of a fistula takes 
place, with fecal matter and urine passing 
by urethra.” Perirectal, rectovaginal and 
ileocolic are common varieties of fistula. 

Finally, ileitis is not infrequently the 
cause of intestinal obstruction. Despite 
the association of the disease with these 
major pathologic processes, the pro- 
nounced tendency of ileus is toward spon- 
taneous remission. It is indeed probable 
that in an indeterminate number of cases 
the disease runs an abortive course and 
perhaps goes forever unrecognized. On 
the other hand, when it does become estab- 
lished it runs a long-drawn-out course, and 
sooner or later one or another of the sev- 
eral well-known complications will de- 
velop. 

Pain in the right lower quadrant of the 
abdomen, with or without rigidity or dis- 
tention; diarrhea (in some cases), and 
low grade intermittent fever, with ob- 
struction, partial or complete—all are a 
part of the symptom complex in the pres- 
ence of the well-developed condition. Mu- 
cosal ulceration with terminal ileitis may 
be the source of massive intestinal hem- 
orrhage. Clinical experience has taught 
physicians and surgeons always to think 
of regional ileitis in cases of gross intesti- 
nal bleeding of obscure causation. Chronic 
ileitis accompanied with active infection 
and diarrhea is associated with malaise, 
loss of weight, anemia, malnutrition and 
abdominal distress. Tuberculosis and ma- 
lignant disease are suggested by these 
manifestations. A tender mass without 
gross abdominal distention is sometimes 
palpable in the right lower quadrant. In 
some cases there are generalized disten- 
tion and abdominal pain (see case cited), a 
picture not at all pathognomonic of any 
special peritonitic or obstructive intra- 
abdominal process. 

In recapitulation, a clinicopathologic 
classification is offered: 

1. Uncomplicated granulomatous forms 


MARCH, 1958 


Acute (rarely recognized clinically) 
Subacute 
Chronic 

2. Ulcerative types that may be com- 
plicated by massive hemorrhage and per- 
foration 

8. Abscess forms (the suppurative pro- 
cess develops between the mesenteric 
plates) 

4. Types with fistula formation: 

(a) Ileocolic 

(b) Ileovesical 
(c) Rectovaginal 
(d) Perirectal 

5. Types associated with stenosis and 
obstruction are prominent 

Diagnosis.—As may be gathered from 
the foregoing comments, and as has been 
pointed out, pathognomonic signs and 
symptoms are usually wanting. On the 
other hand, there are certain manifesta- 
tions that are highly suggestive. Whenever 
“atypical” appendicitis presents itself, the 
possibility of terminal ileitis as the alter- 
nate diagnosis should always be consid- 
ered. Abdominal fistulosis not due to 
other obvious cause is almost pathogno- 
monic of the disease. Once the suspicion 
of terminal ileitis arises, roentgen studies 
should be made. In a fair proportion of 
cases, the well-known “string sign” first 
described by Kantor will permit a positive 
diagnosis. 

Differential Diagnosis.—The pathologic 
entities that most frequently come into 
consideration in the diagnosis of regional 
ileitis are: (1) appendicitis; (2) ulcera- 
tive colitis, especially when accompanied 
by ileitis; (3) ulcerocaseous tuberculosis 
of the cecum; (4) carcinoma of the cecum, 
and (5) abdominal actinomycosis. 

Disseminated lymphosarcomatosis and 
diffuse Hodgkin’s disease (W. L. Palmer) 
have been suggested as entities to be 
thought of in differential diagnosis. I 
have had no experience with these in con- 
nection with ileitis. The relation of acute 
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intestinal obstruction has just been men- 
tioned. It is estimated that in 10 per cent 
of cases of ileitis the process sooner or 
later becomes obstructive. 

Appendicitis.—Reference to this source 
of confusion has already been made. Even 
when one is alert to all the possibilities, 
preoperative differentiation is sometimes 
impossible. Disease of the appendix is 
subject to many of the same complications 
as is ileitis, or complications similar there- 
to. 

Ulcerative Colitis—The common asso- 
ciation of diarrhea, hemorrhage and mal- 
nutrition in comparable cases of the two 
diseases contribute to difficulties in diag- 
nosis. Roentgen studies may immediately 
differentiate the two entities. The “string” 
appearance, previously alluded to, is path- 
ognomonic when present. A mass in the 
right lower abdominal quadrant points to 
ileitis. Proctosigmoidoscopic study may 
rule out ileitis by disclosing evidence of 
ulcerative colitis high in the rectum. The 
operative diagnosis on the basis of ap- 
pearances previously discussed should be 
easy in most cases. 

Ulcerocaseous Tuberculosis of the 
Cecum.—This constitutes a real problem 
when it must be differentiated from the 
form of ileitis (first described and differ- 
entiated by Moschkowitz and Wilensky) 
in which the predominant lesion is in the 
cecum and colon. Here it may be neces- 
sary to await the result of histopathologic 
studies. 

Carcinoma of the Cecum.—The fact that 
carcinoma of the cecum is more frequent 
than Crohn’s disease of the cecum probab- 
ly accounts for diagnostic bias in favor of 
the former, Roentgen pictures taken with 
an opaque medium in cases of ileocolitis 
may be impossible to differentiate with 
certainty from those which indicate carci- 
noma. At operation, evidence of ileal in- 
volvement in an inflammatory lesion prac- 
tically rules out carcinoma. When the 
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lesion is apparently limited to the cecum 
and colon, it may again be necessary to 
await the pathologist’s report. Frozen sec- 
tion biopsy of tributary lymph nodes may 
be valuable. 

Abdominal Actinomycosis.—Actinomy- 
cosis of the right colon and regional ileitis 
have fistulosis in common, and I have ob- 
served at least 1 case in the distant past 
in which differentiation between the two 
might have been a problem. The appear- 
ance of sulphur granules and the ray fun- 
gus in the detritus from the sinus will 
clinch the diagnosis. 

Terminal ileitis is not the most common 
cause of intestinal obstruction, yet the 
possibility of its presence must be weighed 
in any case of obstruction in which the 
etiologic factors are not certain. 


Treatment.—There is no specific drug 
treatment for segmental ileitis. As an 
adjunct to the surgical administration of 
antibiotics, the use of an intestinal anti- 
septic is of course rational. Results are 
difficult to appraise, in view of the well- 
known tendency to natural remission. 
Supportive treatment of the long-drawn- 
out type, associated with anemia, loss of 
weight and malnutrition, is mandatory. 
Dietary deficiencies resulting from diar- 


‘rhea and toxemia require appropriate 


treatment with vitamins B, C, etc. The 
importance of a bland diet should be 
stressed. 

Surgical treatment in the presence of 
complications cannot be described cate- 
gorically. Here in particular, the timing 
and selection of the operation call for 
wisdom. In the “early cases,” when opera- 
tion reveals ileitis rather than appendici- 
tis, there has been considerable difference 
of opinion as to what to do. In 3 cases in 
which appendicitis was diagnosed, exami- 
nation revealed a normal appendix and a 
solitary patch of ileitis; it was decided to 
remove the appendix and to omit the 
standard short-circuiting procedure. The 
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3 patients have made an uneventful re- 
covery, at the time of writing, all are well. 
The prototype of these is the patient in 
Case 2. The reasoning was that the ileal 
lesion wes minimal and that, in view of 
the known tendency of early nonextensive 
lesions to heal spontaneously, an operative 
procedure involving intestinal anastomosis 
was not justified. Removal of the appendix 
was prophylactic. I am fully convinced 
that careful, deliberate removal of the 
appendix in a young person if it is acc2ssi- 
ble and no contraindication exists, is to 
be commended. The subject of removal of 
the appendix incidentally during other op- 
erations is highly controversial, even in 
principle. A number of strong polemics 
have appeared against appendectomy in 
conjunction with ileitis. All will agree 
that in the presence of an active infec- 
tious process involving the cecum at, or in 
close proximity to, the base of the appen- 
dix is strongly contraindicated. Fistulosis 
following appendectomy under these con- 
ditions has been reported. Prophylactic 
appendectomy, however, is justifiable in 
certain circumstances. 


I am as firmly wed to the idea of opera- 
tive treatment in the case in which there 
are several or many “skip areas.” The 
question as between the short circuiting 
procedure and resection with anastomosis 
may be decided by the general condition 
of the patient. When the patient has been 
fully prepared and is in optimum condition 
for surgical treatment, I am inclined to 
favor resection. On the other hand, I 
have observed cases in which the extent 
of the involvement practically forebade 
resection. 

Resection must be done with a view to 
removal of the entire involved bowel, in- 
cluding the adjacent mesentery, and a 
liberal margin of normal bowel proximal 
to the diseased area; otherwise recurrence 
is invited, for, although the tendency of 
the disease in its early stages is toward re- 
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covery, the opposite is true when it is al- 
ready advanced and complicated. I have 
operated on a young woman three times 
for recurrence following resection (Case 
4). 

Patients with ileocolitis should be sub- 
jected to ilzocolectomy and ileocolostomy 
after proper preparation. Patients with 
gross abscess formation and with fistulo- 
sis offer problems solvable on the same 
surgical principles that apply to compa- 
rable lesions in general, mainly, acute pre- 
operative study, preoperative support with 
blood transfusions, attention to the elec- 
trolyte balance, correction of vitamin de- 
ficiency, administration of antibiotics, and 
chemotherapy supported by Vitamin K. In 
the presence of a too greatly extensive 
infective process, a resective procedure 
must not be employed. This is in accord- 
ance with generally accepted principles. 
At times the obsolete principle of stage 
operation must be called into play. It is 
in this area of the surgical treatment of 
ileitis that the mortality rate is apt to be 
high (abscess, fistulosis). 

No more appropriate manner of con- 
cluding this article may be employed than 
the quotation of an abstract of Crohn’s 
article “Reflections on Regional Ileitis, 20 
Years Later” (Crohn and Janowitz, 
J.A.M.A. 156:1221-1225 [Nov. 27] 1954, 
abstracted in the Yearbook of Surgery, 
1955-1956, p. 481) : 

“. .. The authors’ experience with 562 
cases and that of others justify the classi- 
fication of regional ileitis as a pathologic 
and clinical entity. The disease primarily 
involves the terminal ileum although other 
portions of the small intestine and rarely 
the large intestine may be involved. 

“Familial, allergic and emotional factors 
have been implicated in the etiology. A 
noncaseating, tubercle-like granuloma is 
the characteristic lesion although there 
appears to be no relation to tuberculosis 
or sarcoidosis. Negative reactions to the 
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Kveim skin test for sarcoidosis have been 
reported. 

“The disease occurs in all ages and both 
sexes. Unlike ulcerative colitis, it does not 
usually cause disturbance of menstruation 
or pregnancy. Fistula formation is com- 
mon. The apparent relationship of this 
disease to chronic non-specific ulcerative 
colitis, which occurs in about 5% of pa- 
tients, is unexplained. 

“The acute variety of ileitis which pre- 
dominates in childhood usually clears com- 
pletely. Patients with well established ter- 
minal ileitis may have remissions but few 
have complete healing. Diagnostic x ray 
features are areas of rigid pipe stems and 
blunting and thickening of mucosal fields 
with cobblestone reticulation. Differential 
diagnosis includes ileocecal tuberculosis, 
carcinoid endometrial implants and, occa- 
sionally, lymphosarcoma and sprue syn- 
drome. 

“In the absence of specific therapy, all 
medication, including corticotropin and 
cortisone, is simply supportive. Frequent 
recurrence of ileitis following surgery is 
leading to a re-evaluation of criteria for 
operation. It is thought that surgery 
should be deferred until the disease is 
quiescent or ‘burnt out’ and should be re- 
stricted to the complications of the dis- 
ease.” 

The following cases have been selected 
to exemplify the various types and compli- 
cations of ileitis. 


REPORT OF CASES 


Case 1.—An unmarried woman aged 26, re- 
ferred by our gastroenterologist, Dr. Leonidas 
H. Berry, had a long history of digestive com- 
plaint associated with diarrhea, abdominal dis- 
tress and a vague mass in the lower part of 
the abdomen, anorexia, nausea and loss of 
weight. This was one of the earliest of my 
cases in which the characteristic “string sign” 
was visible on the roentgen film. On the basis 
of the roentgenographic signs a clear-cut diag- 
nosis of regional ileitis could be made preoper- 
atively. Exploration revealed the _ typical 
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surgical pathologic change. At least 3 feet 
(104.14 cm.) of the terminal portion of the 
ileum exhibited the pale ecchymotic thickened 
ileum in skip areas. More than 3 feet of ileum 
was exsected. The patient did well for six 
months.- A second and a third resection were 
performed by me. Ten years later, additional 
surgical treatment was given at Michael Reese 
Hospital. In a case of this type a bypass oper- 
ation might have done as well. Who knows? 
The patient is still living. 


Case 2.—Another contrasting case was that 
of S., a nephew of one of the Provident Hos- 
pital staff, who was referred for acute appen- 
dicitis. The symptoms apparently had come on 
somewhat acutely, but on close questioning it 
was brought out that, although the patient had 
continued at work, he had had vague digestive 
symptoms for more than two weeks associated 
with frequent stools. The abdomen was slight- 
ly doughy, and the right lower quadrant was 
somewhat sensitive. A diagnosis of atypical 
appendicitis was made. The temperature was 
101 F. The white blood cells numbered 15,000 
per cubic millimeter. At operation the ap- 
pendix was grossly normal. The ileum was 
examined, and characteristic areas mingled 
with congested svots were observed in the ter- 
minal 10 cm. of the tube. Appendectomy wes 
performed; and the ileum was not surgically 
handled. Operative recovery was uneventful. 
This was fifteen years prior to the time of 
writing. The patient is still under observation 
and has not the slightest signs of recurrence. 
Bland diet, sulfanilimide and vitamins were 
prescribed for several months after the opera- 
tion. 

Appendectomy under these conditions is 
frowned upon by many. Prophylactic appen- 
dectomy is the rule with me unless specifically 
contraindicated, as has been said elsewhere. 
Owing to the mild grade of inflammatory 
changes, conservatism was deemed the best 
policy. 

Case 3.—Mrs. M. was referred to me by a 
member of the medical staff with the roentgen 
diagnosis of carcinoma of the cecum. The 
symptoms had been minimal until about three 
weeks before my first examination. A tender, 
palpable mass was present, and temperatures 
of 99.5 to 100 F. had been noted. The latter 
sign, of course, did not rule out malignant dis- 
ease. There was nausea but no vomiting. Sur- 
gical exploration revegled a fist-sized mass in 
the lower part of the colon and the cecum. The 
serous surfaces of the large bowel extended 
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well over into the ileum. The preoperative di- 
agnosis was annular carcinoma of the cecum 
and ascending colon. A hemicolectomy with an 
end-to-end ileotransverse colostomy was done. 
The operative record described a “constrictive 
lesion of the right colon with an excessively 
long appendix and evidence of inflammation.” 
On examination of the gross specimen in the 
laboratory, differentiation between a nonspe- 
cific granulomatous lesion, regional ileitis and 
tuberculosis could not be made. The diagnosis 
of regional ileitis was made microscopically. 
Up to that time I was laboring under the im- 
pression that ileitis was always confined to the 
small bowel. After the ileocolectomy the pa- 
tient made an uneventful recovery, and at the 
time of. writing is doing well. Any discussion 
as to whether a resection should be done in this 
case would have been academic. 


Case 4.—At examination in 1939 a male pa- 
tient, M. B., showed enormous distention of 
the abdomen, affecting chiefly the lower right 
quadrant, which had existed for a week. 
Fever, nausea and vomiting, with pronounced 
tenderness over the mass, were present. 
Scout roentgen films were not revealing. 
Barium meals were not tolerated. Laparot- 
omy disclosed what turned out to be a mas- 
sive collection of pus between the layers of 
the mesentery with flattened-out ileum 
stretched over, and with dilated coils of small 
intestine above and proximal to the mass. 
After the abscess had been walled off with 
warm compresses, it was incised and aspi- 
rated. Under the conditions present, resec- 
tive procedures seemed contraindicated, so 
the abdomen was closed with drainage. The 
patient died of peritonitis on the sixth post- 
operative day. Microscopic study of the 
ileum after postmortem revealed the charac- 
teristic picture of regional ileitis. This was 
the only fatality in my series of cases of 
ileitis. 

Case 5.—In 1929 a young woman was re- 
ferred to our private clinic with vague symp- 
toms associated with a doughy mass in the 
right lower abdominal guadrant. The right 
fornix presented evidence of pelvic infection. 
It was decided to treat the patient conser- 
vatively with rest, ice bags and sedatives. 
Under this regime she improved. The diag- 
nosis was pyosalpinx of possible gonococcal 
origin. Two months later the patient was 
returned to the clinic with pronounced 
bladder symptoms, frequency of urination, 
dysuria and pyuria. Laparotomy was de- 
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cided upon, and at operation an ileovesical 
fistula was observed in the midst of a highly 
inflamed and adherent congeries of intestines. 
lleitis as a specific entity was not known at 
that time, but an ileocolostomy was per- 
formed, and remarkably enough, the patient 
improved. Later a fistula of the abdomen 
occurred at the site of the lateral anastomo- 
sis. 

The final outcome of this case is not known, 
as the patient passed from observation. 
Nevertheless, I have always since considered 
the case an example of the type of ileitis 
with fistulosis as mentioned in the classi- 
fication previously given. Some ten years 
later I encountered a case with many fea- 
tures similar to this, although the mass was 
on the left side and proved to have originated 
in the peridiverticular abscess, which rup- 
tured into the bladder. This patient also 
had persistent fistulas which did not clear up 
until after the performance of a transverse 
colostomy. 


SUMMARY 


The various types and complications of 
regional ileitis are discussed. Since path- 
ognomonic signs are usually absent, diag- 
nosis depends on certain suggestive mani- 
festations, such as atypical appendicitis 
and abdominal fistulosis. The differential 
diagnosis must rule out appendicitis, ul- 
cerative colitis, ulcerocaseous cecal tuber- 
culosis, carcinoma of the cecum and 
abdominal actinomycosis. 

Five illustrative cases are reported. 


RESUME 


Les différents types d’iléite segmentaire 
et leurs complications sont discutés. 
Comme les signes pathognomoniques font 
habituellement défaut, le diagnostic dé- 
pend de certaines manifestations évoca- 
trices telles qu’une appendicite atypique 
et une fistulose abdominale. Le diagnostic 
différentiel doit écarter l’appendicite, la 
colite ulcéreuse, la tuberculose caecale ul- 
cérocaséeuse, le carcinome du caecum et 
l’actinomycose abdominale. 

Cing cas sont décrits comme exemples. 
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ZUSAM MENFASSUNG 


Die verschiedenen Formen und Kompli- 
kationen der regionalen Ileitis werden 
erortert. Da es im allgemeinen keine 
pathognomonischen Krankheitszeichen 
gibt, beruht die Diagnose auf gewissen 
verdachtigen Erscheinungen wie z. B. un- 
typischen Formen von Blinddarmentziin- 
dung und Fistelbildungen im Bauche. Dif- 
ferentialdiagnostisch miissen Blinddar- 
mentziindung, ulzerése Kolitis, geschwiim- 
rige Ileozékattuberkulose, Karzinom des 
Zokums und abdominelle Aktinomykose 
ausgeschlossen werden. 

Fiinf erlauternde Falle werden darge- 
stellt, 


RIASSUNTO 


Vengono trattate la varie complicazioni 
dell’ileite regionale. La diagnosi, in assenza 
di segni patognomonici, viene fatta sulla 
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scorta di alcune manifestazioni, quali 
l’appendicite atipica e le fistole addominali. 
La diagnosi differenziale deve essere posta 
con l’appendicite, la colite ulcerosa, la tu- 
bercolosi ulcero-caseosa del ceco, il cancro 
del ceco e l’actinomicosi addominale. 

Vengono presentati cinque casi dimos- 
trativi. 


RESUMEN 


Se comenta en este trabajo los diferentes 
tipos de complicaciones de la ileitis re- 
gional. Ya que la afeccion carece de signos 
patognomonicos el diagnéstico se apoya en 
ciertas manifestaciones sugerentes, tales 
como apendicitis aguda y fistulosis ab- 
dominal. El] diagnéstico diferencial debe 
tratar de eliminar apendicitis, colitis ul- 
cerosa, tuberculosis cecal ulcerocaseosa, 
carcinoma del ciego y actinomicosis ab- 
dominal. 

Se exponen cinco casos demostrativos. 


The “country doctor,” that solid tradition in American medicine, is not really dis- 
appearing; he is only changing into counselor and statesman. He is becoming the 
rural incarnation of the classical Asklepios politikos. 

This combination of professions in a rural physician is not new. As far back as 


the time of the “Mayflower” there was among the valiant survivors one Samuel 
Fuller, “deacon and physician.” Indeed, the combination of preacher and physician, 
called by Cotton Mather “the angelic conjunction,” was the rule in the heroic days 
of American medicine, when the exercise of one profession alone failed to provide 
an adequate livelihood. In those days a physician was sometimes “pastor, school- 
master and physician”—as John Wilson, a graduate in 1642 at the first commence- 
ment of Harvard College, signed himself—sometimes a lawyer, and nearly always 
a farmer. Perhaps this is why the “country doctor” has influenced so much the 


evolution of American medicine. 


—Marti-Ibanez 
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Cardiovascular Surgery 


Arterialization of the Left Ventricle by 


Aortoiliac Homograft Implantation 


ARTHUR VINEBERG, M.D., M.Sc., Ph.D. 
AND 
RONALD DUCHESNE, F.R.C.S. 


MONTREAL, QUEBEC, CANADA 


commenced at McGill University to re- 

lieve myocardial ischemia by implant- 
ing the left internal mammary artery into 
the left ventricle. It has been shown by 
hundreds of experiments in dogs that the 
implanted internal mammary artery starts 
to bud at the end of twelve days and forms 
arterial mammary coronary anastomoses 
within six weeks. These anastomotic chan- 
nels have been present after four years in 
animals and have been observed eighteen 
months after implantation in human be- 
ings. Provided the implanted internal 
mammary artery is placed in the myo- 
cardial tunnel with an open bleeding 
branch, the vessel does not become obliter- 
ated by intimal proliferation when the 
artery is left in an ischemic heart. 

The quantity of blood flowing from the 
internal mammary artery through the 
mammary coronary anastomoses into the 
myocardium was measured by Miller and 
observed to be as much as 55 cc. per 
minute. 

Over more than 100 patients with dis- 
ease of the coronary arteries have been 


| N the year 1945 experimental work was 
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treated by implantation of the internal 
mammary artery. There are two features 
of this implantation procedure that have 
stimulated us to investigate the same prin- 
ciple when used in a different manner. 

1. Occasionally, in man, the internal 
mammary artery is extremely small. This 
occurs roughly in about 10 per cent of pa- 
tients, and, although in these patients the 
internal mammary artery was implanted 
into the myocardium, it was the impres- 
sion at the time that the small artery would 
not provide an adequate quantity of blood 
to the left ventricle. 

2. In our experimental work it has been 
shown that the internal mammary artery 
requires at least five months to establish 
communications with all parts of the left 
ventricle, 

Because of these two facts, work was 
commenced in our laboratory in 1954 with 
a homologous graft attached to the aorta 
at one end and buried in the myocardium 
at the other, in an attempt to bring fresh 
blood to the heart. 

In the first group of experiments the 
graft was attached end to side to the de- 
scending portion of the aorta. These grafts 
blocked completely, and the work was not 
continued until 1956. At this time McMil- 
lan, associate professor of pathology at 
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McGill, suggested to us that two arteries 
be implanted simultaneously : one near the 
anterior portion of the interventricular 
septum and the other near the posterior 
portion. McMillan, who has made most 
extensive studies of implanted internal 
mammary arteries in both man and ex- 
perimental animals, suggested the double 
implant in order that vascularization of 
the myocardium might be more uniform. 
In addition, he expressed the opinion that 
when the vessels are placed near the inter- 
ventricular septum the right ventricle will 
receive fresh blood and right ventricular 
infarction will be prevented. This point 
is important, because it is generally as- 
sumed that right ventricular infarction is 
an uncommon phenomenon; in our series 
of 56 patients undergoing internal mam- 
mary artery implantation, however, there 
were 3 late deaths and 1 death three weeks 
after the operation, which was caused by 
occlusion of the right coronary artery. A 
double internal implantation of the mam- 
mary artery is technically not practical. 
Consideration has been given to using the 
splenic artery for the posterior implant, 
since Liebow has shown that it remains 
open in the myocardium after implanta- 
tion. The use of both the splenic and the 


internal mammary artery involves the 


Fig. 1—Homograft anastomosed to aorta and 
imbedded in left ventricular myocardium. 
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ARTERIALIZATION OF LEFT VENTRICLE 


Fig. 2.—Injection with Schlesinger mass of open 


graft from dog killed at five months. There is 
sinusoidal and some arteriolar filling. 


opening of both the thorax and the ab- 
domen; thus a far more complicated dis- 
section is required than is desirable in 
cases of coronary artery disease, and for 
this reason the idea was abandoned. 

It seemed that the quickest way to in- 
troduce a double vascular implant into the 
left ventricle was to use a homologous ar- 
terial graft. 

Homologous grafis were prepared of 
the abdominal aorta, starting just below 
the renal vessels to include both iliofemoral 
trunks. The caudal branch was cut flush 
with the aorta and oversewn to avo'd kink- 
ing of the graft. The grafts were of the 
usual freeze dry variety. 


Operative Procedure.—Dogs weighing 
between 40 and 60 pounds (18.1 and 
27.2 Kg.) were used. The animal was 
placed on the right side, and the left half 
of the chest was entered through the 
fourth interspace. A window was cut in 
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3.—Transverse sections taken at different 
levels from the specimen shown in Figure 1. 


Fig. 


the pericardium at the base of the heart. 
The pericardium was then opened by a 
longitudinal incision, placed anterior to 
the phrenic nerve from the window in the 
pericardium to the cardiac apex. The 
thoracic portion of the aorta, at the level 
of the take-off of the left subclavian artery, 
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was partially occluded with a Beck clamp 
of the type originally used for the Beck 
2 operation. A punch was used to remove 
a round section from the lateral wall of 
the aorta, held between the jaws of the 
Beck clamp. The abdominal part of the 
aortic graft then anastomosed end to side 
using an everting continuous No. 00000 
oiled black silk suture. Four holes 2 mm. 
in diameter were cut in suitable positions 
in the wall of the iliofemoral portion of 
the graft, so that they would lie in the 
tunnel to be made in the myocardium. The 
ends of the femoral portions of the graft 
were tied with cotton. The abdominal 
portion was placed above the root of the 
lung and the auricular appendage. The 
anterior iliofemoral graft was pulled into 
a long tunnel made in the left anterior 
ventricular wall, after air bubbles had first 
been displaced. Here it was fixed at the 
exit of the tunnel by a cotton suture. The 
posterior portion of the graft was placed 
in a similar tunnel made in the posterior 
surface of the heart, with use of the same 
technic. 

Upon removal of the bulldog clamp at 


Fig. 4.—Transverse section of thrombosed homo- 
graft, showing fibroblastic infiltration. 
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the aortic origin of the graft, blood flows 
freely through both implants and out the 
ends of the tunnels. A tubular swelling 
of the myocardium develops over the area 
of the implanted graft in approximately 
60 per cent of cases, which gradually dis- 
appears, and the bleeding from the ends 
of the tunnel stops. In 1 instance bubbles 
of air trapped in the graft were seen trav- 
eling down the graft and later were ob- 
served proceeding to the coronary sinus 
in the coronary veins. 


Results.—Sixteen animals were operated 
upon, the majority of which were killed 
four months after the operation. In 
Table 1 the fate of the grafts is shown. 
Thirteen of the grafts were blocked; 3 of 
these were solidly thrombosed, with the 
thrombus protruding in the aortic stream. 

In 1 of these animals a mesenteric em- 
bolus was observed. The remaining grafts 
were occluded in varying degrees without 
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involvement of the anastomotic site. 


In 2 the graft was open but showed no 
demonstrable communication with the 
vessels of the heart, and in 1 there was a 
definite communication between the im- 
planted grafts and the myocardial circula- 
tion (see illustrations). 

The important point is that these grafts 
were left in normal animal hearts in which 
no ischemia had been produced; therefore, 
this study has to be repeated in the heart 
with artificially produced ischemia. In 
comparison with mammary coronary anas- 
tomotic rate, however, the percentage of 
graft coronary anastomoses is low as 
compared with a 45 per cent mammary 
coronary anastomotic rate in the animal 
heart and 90 per cent mammary coronary 
anastomotic rate in the ischemic heart. 

From this study it is quite clear that 
much more experimental work must be 
done in order to determine the reason for 


Fig. 5—A, transverse section of homograft buried in myocardium showing mode of closure of graft. 
B, high power photomicrograph of Figure 5, ~ sp oe of thrombus inside the lumen of 
the vesse 
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such a high percentage of graft closures. 
Further, with regard to those that remain 
open, the character of the graft coronary 
anastomoses must be determined as well 
as the rate of flow from the aorta to the 
heart. 

Smith and his co-workers, who reported 
their experience with 25 animals in March 
1957, using homologous grafts, banked 
arteries and nylon tubes, did not indi- 
cate how many of each remained patent. 
Smith has used a saphenous vein graft on 
1 patient and a nylon tube graft on 3. All 
patients are reported to be doing well. 

This report is presented because much 
more work must be done before the gene- 
ral use of this procedure, whether one 
uses a single graft as suggested by Smith 
or a double graft as suggested by McMil- 
lan, is acceptable. The inherent danger 
of retrograde thrombosis of the graft with 


Fig. 6.—Transverse section of wall of homograft 


close to anastomosis. Aorta shows some intimal 
proliferation. 
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Fig. 7.—Typical specimen of homograft used for 
implantation. 


projection of the thrombus into the aorta 
and the release of peripheral emboli 
through the thrombus needs to be eval- 
uated in a large series of long-term ani- 
mal experiments. Further, the incidence 
of atherosclerosis of the aorta in associa- 
tion with coronary artery disease is high, 
and this would greatly increase the haz- 
ard of the anastomosis. 


SUMMARY 


The introduction of living vascular 
implants into the left ventricular myo- 
cardium has resulted in extensive anas- 
tomosis between the implanted vessels and 
the coronary circulation. Such vessels 
remain open after myocardial implanta- 
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tion because of openings left in the side 
of the vessel, which bleed into the myo- 
cardium. Further, the implanted vessels 
send out true arteriolar branches through 
which large quantities of blood may be 
delivered to the myocardium. The use of 
grafts attached to the aorta and implanted 
into the ventricular myocardium by tech- 
nic similar to that used for implantation of 
the internal mammary artery may prove 
to have value, provided the grafts remain 
open and there is a true communication 
between the graft and arteriolar or 
sinusoidal circulation and not between the 
graft and the venous circulation. 

Our experience with the aortic myo- 
cardial graft procedure has not been too 
satisfactory thus far, but these experi- 
ments were not performed upon ischemic 
hearts. 


SUMMARY 


A great deal of further research must 
be done before this procedure comes into 
general use, whether one employs a single 
graft as suggested by Smith or a double 
graft as recommended by McMillan. The 
inherent danger of retrograde thrombosis 
of the graft, with projection of the throm- 
bus into the aorta and the release of pe- 
ripheral emboli through the thrombus 
needs to be evaluated in a large series of 
long-term experiments. Furthermore, the 
incidence of atherosclerosis of the aorta 
in association with disease of the coronary 
artery is high, and this would greatly in- 
crease the hazard of the anastomosis. 


RESUME 


L’introduction d’implants  vasculaires 
vivants dans le myocarde ventriculaire 
gauche a provoqué une anastomose étendue 
entre les vaisseaux implantés et la circu- 
lation coronarienne. De tels vaisseaux 
restent ouverts aprés l’implantation, en 
raison des ouvertures laissées 4 la partie 
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latérale du vaisseau, qui saignent dans le 
myocarde. Les vaisseaux implantés en- 
voient de plus de véritables branches arté- 
riolaires 4 travers lesquelles de grandes 
quantités de sang peuvent étre envoyées 
dans le myocarde. L’utilisation de greffons 
fixés 4 l’aorte et implantés dans le myo- 
carde ventriculaire par une _ technique 
analogue a celle de Jl’implantation de 
lartére mammaire interne, prouve son 
utilité, 4 condition que les greffons restent 
ouverts et qu’il subsiste une communica- 
tion entre le greffon et la circulation 
artériolaire ou sinusoidale, et non pas 
entre le greffon et la circulation veineuse. 

Les expérience de ]’auteur avec la greffe 
aortique du myocarde n’ont pas été trés 
satisfaisantes jusqu’ici, mais elles n’ont 
pas été pratiquées sur des coeurs isché- 
miés. 

De longues recherches sont encore néces- 
saires avant l’adoption générale de cette 
technique, qu’il s’agisse d’un seul greffon 
comme le suggére Smith, ou d’un double 
greffon selon McMillan. Le danger in- 
hérent a la thrombose rétrograde du gref- 
fon avec projection du thrombus dans 
l’aorte, et la libération de l’embolie péri- 
phérique 4 travers le thrombus, demande 
a étre étudié dans une grande série de cas 
chez l’animal pendant une période pro- 
longée, De plus, l’incidence de |’artério- 
sclérose de l’aorte, associée 4 une affection 
de l’artére coronarienne est élevée, ce qui 
augmente beaucoup le risque de |’anasto- 
mose. 


RIASSUNTO 


L’impianto di un vaso nel miocardio del 
ventricolo sinistro determina la produzione 
di vaste anastomosi fra tale vaso e il cir- 
colo coronarico. I] vaso impiantato rimane 
pervio ed emette vere e proprie arteriole 
attraverso le quali il sangue si distribuisce 
al muscolo. Anche Il’uso di trapianti fra 
l’aorta e il miocardio del ventricolo, ese- 
guiti con la stessa tecnica che si usa per 


= 


l’impianto dell’arteria mammaria interna, 
é efficace a patto che il trapianto rimanga 
pervio e che visia comunicazione tra di 
esso e il circolo arteriolare. L’esperienza 
personale non é ancora soddisfacente, ma 
l’autore non ha eseguito l’impianto su 
cuori ischemici. Molto altro lavoro dovra 
esser fatto prima che il metodo possa 
essere diffuso, sia con un unico impianto 
secondo Smith, sia con un doppio impianto 
secondo McMillan. Si dovra soprattutto 
valutare il rischio della trombosi retro- 
grada dal trapianto all’aorta, e la possi- 
bilita di embolie periferiche; si dovra 
inoltre tener conto della frequenza di le- 
sioni arteriosclerotiche dell’aorta che ren- 
dono l’anastomosi difficile. 


RESUMEN 


Implantando injertos vasculares en el 
miocardio del ventriculo izquierdo, se pro- 
ducen anastomosis amplias entre el sistema 
coronario y los vasos del injerto; estos 
vasos permanecen abiertos después de la 
implantaci6n gracias a unas aberturas 
practicadas en sus paredes, que permiten 
pasar la sangre a través de ellas hasta el 
miocardio. Adendsm los vasos implan- 
tados envian ramas arteriolares que hacen 
llegar al miocardio grandes cantidades de 
sangre. 

Los injertos vasculares que permanecen 
nutridos por la ahorta, mediante técnicas 
similares a las empleadas en la implanta- 
cién de la mamaria interna, pueden con- 
firmar la utilidad del procedimiento, con 
tal de que los vasos del injerto queden 
abiertos y que se produccan anastomosis 
con la red arteriolar, o sinuosidal, pero no 
con la venosa. 

Nuestra experiencia en injertos aérticos 
implantaxos en miocardio no han sido 
satisfactorios hasta ahora, aunque no 
hemos hecho experiencias en corazones 
esquémicos. Se presenta este trabajo 
porque antes de que se acepten am- 
pliamente estos procedimientos, ya usando 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


MARCH, 1958 


un solo injerto, como ha sugerido Smith o 
dos injertos como McMillan, debe estu- 
diarse bien el asunto. Debe evaluarse el 
peligro que representa la formacién de 
trombos en el injerto, que pueden pasar 
por via retrégrada a la aorta y liberar 
embolias periféricas; para ello es preciso 
experimentar en animales en gran escala, 
y observar los resultados a largo plazo. 
Ademas, la presentacién de la arterio- 
sclerosis aértico junto con las enfermeda- 
des de la arteria coronaria es frecuente, 
y esto aumentaria los riesgos de la anasto- 
mosis. 


ZUSAM MENFASSUNG 


Die Einfiihrung lebender Gefasstrans- 
plantate in das Myokardium des lin- 
ken Ventrikels hat zu umfangreichen 
Anastomosen zwischen den transplantier- 
ten Gefaissen und dem Koronarkreislauf 
gefiihrt. Die Gefisse bleiben nach ihrer 
Einpflanzung in den Herzmuskel offen, 
weil sie seitliche Offnungen haben, die in 
das Myokardium hinein bluten. Ferner 
senden die eingepflanzten Gefasse echte 
Arteriolenzweige aus, durch welche grosse 
Mengen von Blut dem Herzmuskel zuge- 
fiihrt werden kénnen. Die Verwendung 
von Transplantaten, die mit einer ahn- 
lichen Technik, wie sie zur Einpflanzung 
der A. mammaria int. beniitzt wird, an 
die Aorta angeschlossen und in das Myo- 
kard eingepflanzt werden, mag sich als 
wertvoll erweisen, vorausgesetzt dass die 
Transplantate offen bleiben und dass eine 
echte Verbindung zwischen dem Trans- 
plantat und der arteriolaren oder Sinus- 
zirkulation, nicht aber zwischen dem 
Transplantat und dem venésen Kreislauf 
besteht, 

Die Erfahrungen des Verfassers mit 
dem Verfahren der Gefassplastik zwischen 
Aorta und Myokard sind bisher nicht allzu 
befriedigend; die Versuche sind jedoch 
nicht an blutarmen Herzen ausgefiihrt 
worden. 
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Dieser Bericht wird vorgelegt, weil weit 
mehr Arbeit geleistet werden muss, ehe 
das Verfahren allgemein akzeptiert wer- 
den kann, gleichgiiltig ob man nach dem 
Vorschlag von Smith ein einzelnes oder 
nach dem Vorgang von McMillan ein dop- 
peltes Transplantat verwendet. Die dem 
Verfahren anhaftende Gefahr einer re- 
trogaden Thrombose in die Aorta mit Aus- 
sendung von peripheren Embolien durch 
den Thrombus bedarf der Nachpriifung in 
einer umfangreichen Serie langfristiger 
Tierversuche. Ferner ist zu bedenken, 
dass die Erkrankungen der Koronar- 
arterien haufig mit sklerotischen Verinde- 
rungen der Aorta einhergehen, und dass 
dadurch das Risiko einer Anostomose er- 
heblich ansteigen kénnte. 


SUMARIO 


A inclusao de transplantes vivos, vas- 
culares, no interior do miocardio esquerdo 
resultou em estensa anastomose entre esses 
enxertos vasculares e a circulacéo coro- 
naria. 

Tais vasos permanecem abertos apés a 
implantacaéo miocardica porque as aber- 
turas laterais deixados nos vasos permitem 
um sangramento no miocardio. Mais tarde 
os vasos implantados emitem verdadeiras 
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ramificagdes atraves as quais grandes 
quantidades de sangue podem ser expelidos 
do coracaéo. O uso de enxertos ligados a 
aorta e implantadod no interior do ven- 
triculo por uma técnica semelhante a que 
é usada para a implantacéo da arteria ma- 
maria interna demonstraram ser eficientes, 
desde que esses enxertos permanecam 
abertos e exista uma comunicacao real 
entre os enxertos e a circulacao arteriolar 
ou sinosoidal e nao entre os enxertos e a 
circulagéo venosa. 

Nossa experiéncia com o enxérto mio- 
cardico aortico nao foi muito satisfatoria 
porem esses experimentos nao foram feitos 
em miocardios isquémicos. 

O A. apresenta esta comunicacao porque 
muitas observacédes devem ser ainda reali- 
zadas antes da generalizacao do método, 
quer como enxérto simples na técnica de 
Smith ou na forma de duplo enxérto como 
preconisa McMillan. O perigo inherente 
a trombose retrograda do enxerto com 
projecao na arta de um trombo e a liber- 
tagao de embolos perifericos precisa ser 
bem avaliado numa larga serie de ex- 
periéncias a longo prazo. 

A incidéncia de ateroesclerose da aorta 
em associacéo com moléstia coronaria é 
alta o que aumenta grandemente os riscos 
da anastomose. 


Modern shorthand was the invention of Dr. Timothy Bright, a physician to St. 
Bartholomew’s Hospital. Only two copies of his famous treatise on the subject, 


published in 1588, are known to exist. 


The guillotine was the invention of a physician, Dr. Joseph Ignatius Guillotin; 
as it has been remarked, it would be impossible to name any other physician who 


has won fame by such a short cut. 


—Hamilton Bailey, F.R.C.S. (Eng.), F.AC.S., 
F.R.S. (Edin.), F.I.C.S. (Hon.) 
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Genitourinary Surgery 


Retropubic Prostatectomy 


An Extravesical Approach 


NTIL 1945 three principal operative 
U approaches to the prostate gland had 

been recognized, and each had its 
proponents. The results obtained by the 
master surgeons in each approach have 
been good, but the morbidity rate left 
much to be desired. 

Mr. Terence Millin, a British urological 
surgeon, while observing a prostatocys- 
tectomy after the technic of Hinman, was 
impressed with the excellent visualization 
of the prostate gland. In August 1945 
he decided to try this approach in a case 
of benign hypertrophy. During the same 
year he reported his experiences with 20 
cases and described the operation. Thus 
was born the fourth surgical approach to 
the prostate gland. 

I do not intend to enter into any contro- 
versy with the proponents of the various 
routes used today in prostatic surgery, 
with their many modifications, or to try 
to influence or change them in any way. 
My only purpose is to report on nine years 
of experience with retropubic prostatec- 
tomy by the technic of Millin. 

After seeing marvelous drawings by 
Didusch in Lowsley and Gentile’s article 
in the Journal of Urology, I became im- 
pressed with the simplicity of the opera- 
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tion and the anatomic approach to the 


prostate. In May 1948 I observed the 
first case I considered suitable. The pa- 
tient was discharged on the twelfth post- 
operative day, voiding normally every two 
to three hours. My associates and I, in- 
cluding the nurses, were all impressed 
with the minimum care required and the 
smooth recovery. This case stimulated my 
interest in the operation, and I have con- 
tinued its use up to the time of writing. 

Retropubic prostatectomy is in truth a 
perineal prostatectomy upside down, hav- 
ing all the advantages of that procedure 
without the possibility of rectal injury, 
incontinence of urine and sexual impo- 
tence. 

The same meticulous preoperative care 
is used, no matter which approach is fi- 
nally decided upon. The final decision as 
to the operative approach is usually made 
at the time of cystoscopy. Routine uro- 
grams are taken on all our cases. Pre- 
I‘minary catheter drainage is also rou- 
tine in all open prostatic surgery. The 
other details of the preoperative care will 
not be repeated, as all are familiar with 
them. 

Operative Technics.—No special instru- 
ments are used. Single-shot spinal is the 
anesthesia of choice. The patient is placed 
flat on the operating table and, after the 
anesthesia has been induced, placed in the 
Trendelenburg position. The inlying Foley 
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catheter is then removed after the blad- 
der is emptied. A midline incision is made 
down to the symphysis and carried al- 
most to the base of the penis. An inci- 
sion of this length helps in exposing, for 
proper visualization, the entire space of 
Retzius. The rectus muscles are separated 
in the midline, and the prevesical space 
is thus exposed. A Randall self-retain- 
ing retractor is next introduced and the 
prevesical space incised, with exposure of 
the bladder and the prostatic capsule at 
its juncture. The prevesical fat and peri- 
toneum are pushed backward and upward. 
The Randall retractor is removed and a 
Balfour retractor inserted into the wound. 
In the past few years I have not used the 
middle bar, but have made good use of 
my assistant’s left hand. 


The right index and middle finger of 
the operating surgeon are introduced on 
either side of the prostatic capsule, with 
pressure downward and backward toward 
the bladder. The fatty tissue in the endo- 
pelvic fascia, between the symphysis and 
the anterior surface of the prostatic cap- 
sule, is then, by blunt dissection, pushed 
off, exposing the bare prostatic capsule. 
Branches of the superficial dorsal vein 
of the penis course through this area, and 
all veins, no matter what their size, are 
clamped and coagulated. In exposing 
this area I use small mops on a sponge 
holder. 

Two gauze packs are introduced deep 
into the lateral recesses, one on either side 
of the prostatic capsule. The packs fix 
and elevate the prostate and should be in- 
troduced well under the pubic arch. To 
date I have encountered no obturator neu- 
ritis caused by the packs. At no time has 
it been necessary to introduce a finger to 
the rectum, even in obese patients. Be- 
neath the endopelvic fascia, in the ma- 
jority of cases, a single vein can be seen 
coursing down the middle of the anterior 
capsule of the prostate. In some instances 
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two veins are seen in close approximation. — 


A point about 1 to 1.5 cm. below the 
vesicoprostatic juncture is selected as the 
point of entrance into the prostatic cap- 
sule. - Below and above this point the 
veins are transfixed, care being taken to 
penetrate deep into the surgical capsule. 
If bleeding is encountered, the needle is 
withdrawn and placed deeper in the cap- 
sule. I use a thin Ferguson needle with 
No. 0 chromic catgut. These sutures are 
left for long traction. A transverse inci- 
sion is made between the sutures into the 
prostatic capsule, exposing the hypertro- 
phied gland, which is easily recognized 
by its greyish white appearance. Sev- 
eral smaller capsular branches of veins 
can now be seen that are bleeding. These 
are grasped and coagulated. The adenoma 
is separated from the capsule with a long 
pointed scissors, followed by blunt finger 
dissection. The urethra is also separated 
from the apex of the prostate by blunt 
dissection. The urethra is easily freed 
and does not have to be cut as recom- 
mended by some authors. In freeing the 
apex of the adenoma, care must be taken 
not to avulse the membranous portion of 
the urethra, or permanent incontinence 
will result. 


The entire adenoma is then turned up- 
ward through the capsular incision. The 
remaining attachments of the prostate at 
the vesical neck are separated by blunt 
dissection until the entire adenoma is held 
by a small cuff of mucosa. This is grasped 
with two Kelly clamps and the mucosa in- 
cised. The blood supply enters the base 
of the adenoma, and this area is coagu- 
lated. At times an anterior vessel can be 
seen, which is treated in the same way. 
A temporary hot pack is placed in the 
prostatic cavity for five minutes in order 
to control excessive bleeding. The major 
bleeding usually stops with this pack. 
With removal of the pack the oozing points 
are coagulated under excellent visualiza- 
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tion. On several occasions it has been nec- 
essary to place a mattress suture at 5 
and 7 o’clock through the vesical neck in 
order to control large bleeders. The pos- 
terior aspect of the vesical neck is exam- 
ined for elevation of the floor, and if it 
is, then a V-shaped section is removed and 
the area is coagulated. This I still con- 
sider an essential procedure in prevent- 
ing stricture of the vesical neck. On sev- 
eral occasions, in my early cases, several 
pieces of oxycel gauze were used to obtain 
complete hemostasis. I was not satisfied 
with the results, as the wounds did not 
heal as well. There is no substitute for 
careful hemostasis in retropubic surgery. 


A No. 24F Foley catheter with a 30 cc. 
bag is now inserted into the urethra 
through the prostatic cavity into the blad- 
der. (I have tried all modifications of the 
Foley catheter and have found no real rea- 
son for their use.) The bladder is irri- 
gated with sterile water to make sure 
there are no clots remaining. The origi- 
nal gauze packs that were placed in the 
lateral regions are removed. The cut 
edges of the prostatic capsule are approxi- 
mated with interrupted, chromic No. 0 
sutures, the Ferguson needle being used. 
There is a large vein running alongside 
the lateral edges of the capsule, which can 
be injured in suturing the cut edges of the 
capsule at this point. Care in placing the 
point of the needle will prevent injury. 
As a rule I use, on an average, only four 
sutures to close the prostatic capsule. The 
original stay sutures are then tied to- 
gether for reinforcement. Today we do 
not try for a water tight joint, which is 
obtained in about 75 per cent of cases. Too 
many sutures will cause injury to the cap- 
sular veins. 


In the earlier cases, with capsular 00z- 
ing, a piece of oxycel gauze was placed 
over the line of incision. This I do not 
recommend, as it is not absorbed and usu- 
ally sloughs out through the lower angle 
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of the wound, even though there is no 
leakage of urine. I have now learned that, 
if bleeding from the capsular edges ap- 
pears excessive, pressure with a gauze 
sponge for a few minutes will usually 
suffice. 

The Foley catheter is again irrigated 
and filled with 40 cc. of water. This keeps 
the catheter in the bladder, where in my 
opinion, it belongs, and out of the pros- 
tatic pouch. If bleeding becomes exces- 
sive, traction can be made with a Hamer 
splint. A small penrose drain is placed 
in the capsular incision, and the wound 
is closed anatomically. 

I do not routinely perform bilateral vas- 
ectomy and have depended on chemother- 
apy and the antibiotics to prevent epididy- 
mitis. As soon as the patient is returned 
to bed, the catheter is irrigated every ten 
to fifteen minutes for an average of two 
or three hours and then as often as indi- 
cated. The patient is out of bed on the 
next day. The drain is shortened on the 
second day, to prevent collection of serum, 
and is removed on the third day. Twenty 
ec. of water is removed from the catheter 
on the second day. The catheter is taken 
out on the seventh day, and the patient 
voids normally. In the average case the 
catheter drainage was bloody on the first 
day but was clear by the third. 

Complications.—If enough case reports 
of an operation are studied, all types of 
complications will be encountered. My se- 
ries to the time of writing, 202 cases, I 
consider sufficient to justify the statement 
that retropubic prostatectomy should be 
relatively free of complications. The entire 
procedure, to be successful, must be per- 
formed with gentleness and technical pre- 
cision. 

I have had 2 cases .in which secondary 
hemorrhage occurred on the fifth day, and 
the bladder became full of blood clots. The 
2 patients were returned to the cystoscopy 
room for evacuation of the blood clots, and 
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a McCarthy resectoscope was used to co- 
agulate the bleeding points. In 1 of my 
earlier cases there was excessive bleeding, 
with clot formation in the space of Retz- 
ius. It was necessary to return this pa- 
tient also to the operating room for evacu- 
ation of dense clots and secondary wound 
closure. With the meticulous technic of 
today, this could not happen. 

There have been no cases of urosepsis. 
The preoperative use of chemotherapy 
and the antibiotics has been a great ad- 
vance. In my experience, the urine clears 
more rapidly than when either the supra- 
pubic or the transurethral route is used. 

I have had no cases of wound sepsis and 
none of persistent fistula. In a few cases 
there was suprapubic leakage of urine 
after removal of the catheter. In all of 
them this healed after reinsertion of the 
catheter for a few days. 


There has been 1 case of complete in- 
continence of urine following complete 
avulsion of the membranous portion of 
the urethra. This also occurred in the 
very early series. 

All of the patients had control of urine 
before discharge from the hospital. No 
postprostatectomy obstruction at the vesi- 
cal neck kas been encountered. I had the 
benefit of Millin’s experience. He reported 
5 cases of such obstruction in his first 75 
and since then has removed a wedge of 
tissue from the posterior lip of the vesi- 
cal neck. As has been stated, I have 
adopted this as a routine measure. 


Osteitis pubis has been encountered only 
twice in my series. This was the factor 
principally responsible for preventing 
early acceptance of this operation. For- 
merly, when retropubic prostatectomy was 
discussed, one question was always asked: 
“How many cases of osteitis pubis have 
you had?” Today this is not the case. :-The 
exact cause of this condition is still ob- 
scure. We have been of the opinion that 
injury to the periosteum by excessive trac- 
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tion and the prick of the needle in an area 
with infected urine, have been the main 
factors in causing osteitis pubis. 

I have been able to examine cystoscopi- 
cally several patients at six and twelve 
weeks, after the operation, and the return 
to normal of the prostatic portion of the 
urethra has been excellent. There have 
been 2 deaths in my private series; both 
of the patients who died were “poor risks.” 


COMMENT 


The smooth postoperative recovery of 
my first patient stimulated me to continue 
the procedure, so as to acquire the opera- 
tive technic. The operating time has been 
shortened, to the patient’s benefit. Up to 
the time of writing I have performed the 
operation on 202 patients in my private 
service, in many cases using no trained 
assistant. The smallest gland weighed 
20 Gm., the largest 183 Gm., with an aver- 
age of 75 Gm. Any prostate weighing 
35 Gm. or under is reserved for transure- 
thral prostatic resection. Al others are 
subjected to retropubic prostatectomy. The 
best results are obtained when no hemo- 
static gauze is used to control the bleed- 
ing. Many of my patients now leave the 
hospital on the ninth postoperative day. 

There was some difficulty with capsular 
sloughing in one of my earlier cases. The 
gland weighed 165 Gm., and there was 
marked intravesical protrusion. This pa- 
tient was finally examined cystoscopically. 
The verumontanum was still intact, with 
a normal-appearing pouch, and the patient 
was discharged on the twenty-eighth post- 
operative day, with good urinary control. 
This was the longest postoperative stay in 
my series. For the entire series the mean 
hospital stay was twelve and two-tenths 
days. 

With meticulous care in stopping the 
early bleeding, blood loss should be at min- 
imum and much less than with any of the 
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other three methods of removing the hy- 
pertrophied gland. Surgical shock is also 
ataminimum. At no time has it been nec- 
essary to open the bladder to complete the 
operation. On several occasions I have 
found the space of Retzius frozen, and to 
complete the operation the bladder was 
opened. 

I have performed 1 second-stage retro- 
pubic prostatectomy early in this series, 
in my desire to see whether the operation 
was feasible. I was amazed at the ease 
with which it could be done. In another 
early case, cardiac arrest occurred dur- 
ing closure of the abdomen. The patient’s 
chest was opened and cardiac massage per- 
formed. The catheter was removed on 
the ninth day, and the patient was dis- 
charged on the fourteenth day. 


On reviewing my cases, I am convinced 
that retropubic and extravesical prosta- 
tectomy has the following definite features 
to recommend its use: The approach is 
simple and direct; it involves no impor- 
tant structures to be injured or sacrificed. 
The exposure of the prostate is excellent. 
The entire prostate, from the apex to the 
vesical neck, can be clearly visualized and 
palpated. After enucleation, the entire 
cavity can be visualized and all bleeding 
accurately controlled. The vesical neck is 
easily visualized, and any plastic proce- 
dure that is necessary can easily be per- 
formed. Since the vesical neck is not un- 
duly traumatized, as inevitably occurs in 
the suprapubic operation, the intact out- 
let, with its sphincter action also intact, 
prevents to a major degree the postopera- 
tive occurrence of vesical spasm. 

The operation is not indicated for the 
treatment of patients with sclerosis of the 
vesical neck and prostatic fibrosis. In such 
cases transurethral prostatic resection is 
still the procedure of choice, as it is for 
the gland weighing 35 Gm. or less. Like- 
wise, in cases of prostatic obstruction as- 
sociated with disease of the bladder in 
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which surgical therapy of both lesions is 
required, I consider the retropubic ap- 
proach contraindicated. In this group may 
be included vesical tumors, large vesical 
calculi and large poorly draining divertic- 
ula. For the treatment of prostatic cal- 
culi or abscess of the prostate the peri- 
neal approach is preferable. For the sur- 
gical treatment of early carcinoma of the 
prostate, I like the retropubic approach. 


SUMMARY 


A report of 202 cases of retropubic 
prostatectomy by an _ extravesical ap- 
proach, from private service, is presented. 
In the author’s opinion the operation has 
merit and should be worthy of considera- 
tion by every urologist. As Millin stated, 
“The retropubic operation is not the crazy 
idea of a mad Irishman.” Return to nor- 
mal function and freeing of the urine and 
pus and bacteria have been accomplished 
more rapidly than with any of the other 
methods of prostatectomy. It may now 
be definitely stated, without fear of con- 
tradiction, that retropubic prostatectomy 
has been performed by a sufficient number 
of urologic surgeons in a sufficient number 
of cases, with results observed over a long 
enough period, to be accepted as a stand- 
ard procedure for relief of prostatic ob- 
struction, along with suprapubic, trans- 
urethral and perineal prostatectomy. 


RESUME 


Un rapport sur 202 cas de prostatecto- 
mies rétro-pubiennes par voie extravési- 
cale (service hospitalier privé) est pré- 
senté. Cette opération mérite de retenir 
l’attention de tous les urologues. Selon 
expression de Millin, “l’opération par 
voie rétropubienne n’est pas une idée folle 
d’Irlandais dément.” En fait la guérison 
et le retour 4 des fonctions normales sont 
ainsi obtenus plus rapidement que par 
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n’importe quelle autre technique. II est 
possible d’affirmer aujourd’hui, que cette 
opération a fait définitivement ses preuves 
et qu’elle peut étre adoptée comme opéra- 
tion standard pour l’obstruction prosta- 
tique, avec la prostatectomie suspubienne, 
transuréthrale et périnéale. 


ZUSAM MENFASSUNG 


Es wird iiber 202 Falle aus der Privat- 
praxis berichtet, in denen eine retro- 
pubische Prostataresektion mit extra- 
vesikalem Zugang ausgefiihrt wurde. Der 
Verfasser glaubt, dass die Operation ihre 
Vorziige hat und von jedem Urologen in 
Betracht gezogen zu werden verdient. Wie 
Millin es ausdriickte, ist “der retropubische 
Eingriff keineswegs der verschrobene Ein- 
fall eines verriickten Irlanders.” Wieder- 
herstellung normaler Funktion und Be- 
reinigung des Harnes von Eiter und 
Bakterien werden schneller als mit irgend- 
einer anderen Methode der Prostataresek- 
tion erzielt. Man kann heute, ohne fiirch- 
ten zu miissen, auf Widerspruch zu stossen, 
die endgiiltige Behauptung aufstellen, dass 
die retropubische Prostataresektion von 
einer geniigenden Anzahl urologischer 
Chirurgen an einer ausreichenden Zahl 
von Fallen ausgefiihrt worden ist, und 
dass ihre Ergebnisse geniigend lange be- 
obachtet worden sind, um ihr neben dem 
suprapubischen, transurethralen und 
perinealen Verfahren einen Platz als 
Standardmethode zur Behebung von Ob- 
struktionen durch die Prostata zuzu- 
sprechen. 


SUMARIO 


Apresenta uma serie de 202 casos em 
que realizou, na clinica particular, pro- 
tatectomia retrptibica por uma via de 
acesso extravesical. Na opiniao do A. a 
intervencaéo tem mérito e deve merecer 
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consideracao pelos urologistas. Cita Mil- 
lin quando diz “A técnica retoptibica nao 
é uma ideia louca de um louco irlandés.” 
A volta 4 funcéo normal e a eliminacao 
de bacterias ou de pus tem sido obtido mais 
rapidamente que nos demais métodos de 
protatectomia. Pode-se afirmar sem re- 
ceio de erro que a prostatectomia retro- 
pubica ja foi realisada por um elevado 
numero de cirurgicdes e em grande soma 
de casos com os resultados observados por 
um prazo mui to longo de modo que pode 
ser plenamente aceito como um método 
padrao para aliviar a obstrucao prosta- 
tica em comparacéo com as prostatecto- 
mias suprapubica, transuretral e perineal. 


RIASSUNTO 


Viene riferita una serie di 202 prosta- 
tectomie retropubiche eseguite per via 
extravescicale. L’autore é dell’opinione 
che questo intervento sia molto efficace e 
debba essere preso in considerazione da 
tutti gli urologi. Come ha detto Millin, la 
operazione retropubica “non @ un’idea 
balzana di un irlandese squilibrato.” I] 
ripristino di una funzione vescicale nor- 
male e la scomparsa del pus e dei batteri 
dall’urina si ottengono assai pil’ rapida- 
mente che con qualunque altro metodo di 
prostatectomia. Non si puod ancora dire 
con certezza che la prostatectomia retro- 
pubica sia gia stata eseguita in un numero 
sufficiente di casi e controllata abbastanza 
a lungo da poterla ritenere come il metodo 
di elezione per la cura dell’ipertrofia pros- 
tatica. 


RESUMEN 


Es un informe sobre 202 casos de prosta- 
tectomia retroptibica con abordaje extra- 
vesical, en el servicio privado. Para el 
autor la intervencién es util y debe ser 
tenida en cuenta por todos los urélogos. 
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Como decia Millin, “La operacién retro- 
pubica no es la idea alocada de un irlan- 
dés.” La vyelta a la funcién normal con 
herida limpia de orina o pus se logra mucho 
antes que en cualquier otro procedimiento. 
Ya se puede afirmar definitivamente, sin 
temor a contraciccién, que la prostatecto- 
mia suprapubica ha sido llevada a cabo 
suficiente numero de veces y por suficientes 
urélogos, con resultados tan excelentes y 
duraderos como para poder considerarla 
como el procedimiento standard y defini- 
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tivo para la obstruccién prostatica, supe- 
rior a las prostatectomias suprapubica, 
transuretral y perineal. 
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and 1000 years of search for a scientific principle based on the Hippocratic concept 
that mental disease has only one physical cause and one effect (mania-melancholia), 
and that the cure is elimination of the materia peccans, or “foreign body.” Today 
the physiodynamic therapies pursue three historical objectives: to eliminate the 
symptoms (hallucinations, agitation, and negativism) that make the patient “differ- 


ent 


* and therefore difficult to treat; to establish communication with the patient 
—isolated as though on an island by the walls of his disease—and to treat him 


as if he were suffering from any other illness, maintaining his contact with the 
outside world and hospitalizing him only during the acute phase; to understand 
what is happening to the patient, not in a philosophic but in a scientific sense. 
As a result of Virchow’s theories, the microbe was the dictator of medicine until 
the day when the patient was again regarded as a human being instead of as a 
“thing.” The old constitutional pathology, idiossynkrasia and temperies, was then 
rediscovered, and the symptom was regarded as the response to the biological situ- 
ation created in the organism by disease. Totality, responsiveness, and constitution 
became the new viewpoints, together with the principle that the patient was situated 
in a certain environment in space and at a certain moment in time, thet is, that 
he was a social and a historical person, and that the psychiatrist should exp'ore the 


total person. 


The psychobiological revolution was caused by Cajal, Pavlov, Sherr'ngton, Krae- 
pelin, Bleuler, Freud, Adler, Jung, and Meyer, all born in the most creative period 
(1849-1866) in the history of psychiatry. As a result of their work, mental illness 
now has a physiochemical substratum; neurosis can be “heard,” and not only “seen” 
as in Charcot’s day; the patient is regarded as a human being living a painful way 
of life; psychiatric medicine is becoming medical anthropology; disease constitutes a 
chapter in biographical evolution; the person and his environment have been in- 
tegrated: the total personality of the patient, his psychobiology, and the psychoso- 
matic roots of his disease are carefully studied, and so are the normal person and 
diseases in general as biological and biographical processes. Psychobiology has 


triumphed over Cartesian dichotomy. 


—Marti-lbanez 
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Experiences with 


Radical Suprapubic Prostatectomy 


HOWARD W. CHRISTENSEN, M.D., F.A.CS., F.I.C.S. 


was stimulated by the radical retro- 

pubic operation Millin of London 
brought to the United States. In all of my 
operations I have left an inlying supra- 
pubic cystostomy tube as a safeguard. This 
is a variation from Millin’s technic and 
makes my operation a suprapubic prosta- 
tectomy. The only reason I make this 
change in nomenclature is to interest the 
suprapubic surgeon who did not “take to” 
the retropubic operation. This is nothing 
more than a radical suprapubic prosta- 
tectomy. It seems to me that, if the name 
“radical suprapubic” is used, more men 
who are familiar with suprapubic technic 
might use this operation for the cure of 
early carcinoma of the prostate. I am sure 
that not enough American surgeons are 
doing radical prostatectomies because they 
feel inadequate or have had bad results 
with the perineal operation. I am not en- 
thusiastic about the simple retropubic 
prostatectomy and use the modification 
suggested by Hand, which is a suprapubic 
prostatectomy with an extension of the 
bladder incision out over the prostate 
whenever I consider such an extension 
necessary. 


Many good surgeons are convinced that 
any radical operation for carcinoma of the 
prostate is hopeless. Hugh Jewett, review- 
ing the results of radical perineal prosta- 
tectomy at Johns Hopkins Hospital from 
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1902 to 1954, stated that the most common 
carcinoma in the male arises from the 
prostate gland and is responsible for 11.8 
per cent of all deaths from malignant dis- 
ease annually in the United States. He 
stated that its incidence in men past 50 is 
no less than 14 per cent. Between 1904 and 
1954, radical perineal prostatectomy was 
performed for carcinoma on 320 patients 
at Johns Hopkins Hospital, and up to No- 
vember 1943, 127 patients had survived the 
operation. Of the 127, 48 per cent lived 
five years and 25 per cent ten years or 
more. When the preoperative rectal 
examination showed no evidence of extra- 
prostatic extension, 61 per cent lived five 
years and 37 per cent ten years. When 
microscopic examination of the removed 
specimen showed no extension through the 
capsule or around the seminal vesicles, 49 
per cent lived ten to twenty-seven years 
without evidence of recurrence of metas- 
tases; this figure is close to the expected 
survival of 53 per cent in the general pop- 
ulation. Comparable, or nearly compar- 
able, patients treated palliatively had a 
ten-year survival rate of only 22 per cent. 

Dr. Jewett stated that palpation of the 
prostate by rectal examination remains the 
best method of screening men past 50 for 
carcinoma that is small, early, asympto- 
matic and curable. Of the last 526 pa- 


tients with carcinoma treated by him, 19 
per cent were considered suitable for the 
radical operation. 

Abel J. Leader of Baylor University 
sent questionnaires to 1,125 members of 
and 


the South Central, Southeastern, 
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North Central Sections of the American 
Urological Association to determine their 
attitudes toward the management of early 
prostatic cancer and 558 replied. Of these, 
57 per cent indicated that they were per- 
forming or willing and able to perform 
total prostatectomy. 


Almost twice as many urologists pre- 
ferred the perineal approach for radical 
prostatectomy to the retropubic approach, 
but the latter was being used more and 
more. Of the 2,755 radical prostatecto- 
mies done during the preceding five years, 
82.6 per cent or 2,277 were performed by 
138 surgeons. 


Only 30 of the 588 urologists were willing 
to rely entirely on digital examination be- 
fore performing total prostatectomy. Open 
perineal exposure of the prostate and bi- 
opsy were considered to provide the most 
valuable corroboration, and needle or tro- 
car biopsy through the intact perineum 
for confirmation of diagnosis was highly 
regarded. Transrectal prostatic biopsy and 
biopsy after retropubic exposure of the 
prostate are relatively new methods. I 
have done no transrectal biopsies. 


In Flocks’ opinion, radical prostatec- 
tomy should be performed on a patient 
under 70 in good condition, who has a le- 
sion limited to the prostate. If there is 
local extension, removal of as much of the 
leston as possible and adjunctive radia- 
tion therapy will in some cases destroy the 
carcinoma. He recommended (1) punch 
biopsy with a Silverman needle in the peri- 
neum; (2) open perineal exposure; (3) 
use of the resectoscope, pushing the lesion 
up into the mouth of the instrument, and 
(4) retropubic exposure of the posterior 
surface of the prostate and removal of 
tissue for microscopic study. He stated 
that the retropubic approach is excellent 
not only for removal of tissue for biopsy 
but because it also allows removal of re- 
gional lymph nodes. 
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Conservative therapy for prostatic car- 
cinoma in patients aged 65 to 70 will lead 
to a five-year death rate of 80 to 90 per 
cent, whereas in the normal population 
of the same age death rate is 40 to 60 per 
cent. These figures indicate that radical 
surgical intervention is worth while. Ad- 
renalectomy, orchiectomy, hypophysec- 
tomy and administration of cort’sone and 
estrogens are only palliative measures and 
cannot cure the disease. 


Kaufman, Rosenthal and Willard Good. 
win, University of California, stated that 
there is 74 per cent correlation between 
rectal evaluation and positive results from 
surgical biopsy in both early and late 
cases. In their expericnce, needle biopsy 
is accurate in about 73 per cent of cases. 
In the presence of early prostatic carci- 
noma a presumptive diagnosis can be made 
by rectal examination. If I am suspicious 
of a nodule or area, I use the Veenema 
punch through the intact perineum. If 
I am not satisfied with the results of this 
biopsy, I do a perineal exposure of the 
gland and take a biopsy specimen. If the 
result is positive I go ahead and do a peri- 
neal radical prostatectomy, but if I am still 
not sure I close the perineum and await the 
permanent sections. In 2 cases in which 
I was not sure and the final permanent 
sections showed carcinoma Grade I, I went 
two weeks later and did the suprapubic 
radical prostatectomy. 


The technic that I have used is similar 
to that depicted by Chute in his series of 
diagrams in the Journal of Urology, ex- 
cept that I attach the base of the bladder 
to the membranous urethra by direct su- 
ture and do not close the bladder primar- 
ily. I have always left a cystotomy tube 
in the bladder and consider this a very 
helpful safeguard. I encountered but 1 
case of permanent incontinence following 
the operation and have not had a death in 
the whole series except that of a man who 
died of metastases some three years after 
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Radical Suprapubic Prostatectomies 


Patient Date of Overation Age 
4/17/52 65 
F. P. 6/18/52 62 
H. W. 12/1/52 58 
A. W. 12/10/52 65 
G. W. 1/28/53 63 
J.J. 2/19/53 58 
A. S. 6/17/53 61 
E. P. 8/17/53 58 
G. 8. 12/15/53 62 
M. O. 11/18/54 62 
J. E. 12/15/54 60 
N. Z. 2/14/55 52 
H. L. 10/12/55 61 
H. S. 12/9/55 57 
D. B. 4/11/56 61 
C. B. 4/17/56 61 
A. J. 6/15/56 72 
7/13/56 70 
J. W. 10/18/56 63 
Cc. S. 11/19/56 61 
W. K. 1/3/57 60 
L. R. 4/4/57 69 


the original operation. Among the post- 
operative complications that I have en- 
countered are temporary incontinence and 
stricture at the juncture of the membra- 
nous urethra and the bladder. In 2 of these 
cases stricture has been complicated by 
bladder stones. In the 1 case of inconti- 
nence, a man who wore a Cunningham 
clamp for a number of years also had a 
marked stricture at the vesical neck, com- 
plicated by bladder stones, and later di- 
verticulum of the urethra developed prox- 
imal to the clamp. I am not at all sure 
that the wearing of the Cunningham clamp 
was entirely responsible for this divertic- 
ulum, since I have never seen it before 
in a patient wearing a Cunningham clamp. 
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This complication did occur, however, and 
it has caused me considerable trouble. I 
have had no cases of osteitis pubis and 
none of serious postoperative bleeding. 


I observed that it was extremely diffi- 
cult to check bleeding early in the opera- 
tion. In my last 10 cases I have placed 
deep sutures laterally through the pubo- 
prostatic ligaments on each side; one deep 
suture over the dorsum, as near as possi- 
ble to the pubis. I then placed opposing 
similar sutures on the prostatic side, leav- 
ing enough room between them so that I 
could cut through between them. I next 
tunneled under the prostate and the mem- 
branous portion of the urethra with the 
index finger, making no attempt to stop 
any bleeding that occurred. I next rap- 
idly cut between the sutures previously 
described and severed the membranous 
portion of the urethra. I was then able 
to pull the prostate up, could handle 
any bleeding by pack and was able to take 
my time in finding each bleeder. I have 
had little trouble with bleeding since 
adopting this procedure and consider it a 
most important step in the operation. One 
can also pull the catheter in the severed 
urethra through and have an assistant 
hold it firmly over the pubis if there is 
undue urethral bleeding. Many surgeons, 
no doubt, have done this when performing 
cystectomy. 


In my first cases a midline suprapubic 
incision was employed, but I have ap- 
proached the later cases with the Cher- 
new incision and am convinced that it is a 
great help in the operation. I leave a supra- 
pubic tube in place for about ten days, then 
remove it and allow the urethral catheter 
to remain in place until the suprapubic 
wound is healed. This usually requires 
three or four days more. In several cases 
the urethral catheter has come out first; 
I merely removed the cystotomy tube, and 
the wound closed without further trouble 
in four or five days. Using the cystotomy 
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tube for ten days may be longer than is 
necessary, and one might try taking it 
out after four or five days. 

I have done four radical suprapubic 
prostatectomies on patients with occult 
carcinoma on whom I had previously done 
transurethral resections. By “occult car- 
cinoma” I mean that associated with nor- 
mal serum acid and serum alkaline phos- 
phatase determinations, no osseus patho- 
logic change and no signs indicating car- 
cinoma by rectal palpation. I would cau- 
tion the surgeon in this type of case to be 
sure to insert inlying ureteral catheters 
before starting the operation. The pa- 
tients in all 4 of my cases of this type have 
done well. 


SUMMARY 


A series of 22 radical suprapubic pros- 
tatectomies is presented. The author is 
convinced that any trained urologist can 
learn to perform this operation without 
undue mortality or complication of uri- 
nary incontinence. He has encountered 
incontinence in only 1 of the 22 cases. 
There has been no operative mortality. 
Two men are dead. One died three and 
one-half years after the operation with 
multiple metastases, but at no time did he 
have obstruction ; he was able to void satis- 
factorily until he died. One other patient 
died of cardiac disease but was free of 
carcinoma. Two others show signs of 
spread of the carcinoma. The remaining 
patients are well. Too short a time has 
elapsed to evaluate the end results. Pres- 
ent experience encourages continuation of 
the radical suprapubic operation. 

In the author’s opinion the name com- 
monly given this operation, radical retro- 
pubic prostatectomy, would be _ better 
changed to radical suprapubic prostatec- 
tomy. This might cause more surgeons to 
make use of the operation, because they 
are experienced in suprapubic procedures. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


MARCH, 1958 


ZUSAM MENFASSUNG 


Es wird tiber eine Reihe von 22 radika- 
len suprapubischen Prostataresektionen 
berichtet. Der Verfasser ist iiberzeugt, 
dass jeder ausgebildete Urologe die Aus- 
fiihrung dieser Operation, ohne _ iiber- 
massige Sterblichkeit, Komplikationen 
oder Harnverhaltung zu riskieren, erler- 
nen kann. Der Verfasser hat unter seinen 
22 Kranken nur einen Fall von Inkontinenz 
gehabt. Operative Todesfalle kamen nicht 
vor. Zwei Kranke starben. Der eine er- 
lag nach dreieinhalb Jahren multiplen 
Metastasen, zeigte aber niemals Zeichen 
der Verstopfung des Harnabflusses und 
konnte bis zu seinem Tode gut urinieren. 
Ein anderer Patient starb an einer Herz- 
erkrankung, war aber frei von Karzinom. 
Zwei weitere Kranke leiden unter Aus- 
breitung des Krebses. Den tibrigen geht 
es gut. Zur Auswertung der Endergeb- 
nisse ist die seit der Operation verstri- 
chene Zeit noch zu kurz. Die bisherigen 
Erfahrungen ermutigen jedoch zur Fort- 
setzung der Ausfiihrung radikaler supra- 
pubischer Operationen. 

Der Verfasser glaubt, dass eine Umbe- 
nennung des Eingriffes von der iiblichen 
Bezeichnung als radikale retropubische 
Prostataresektion in radikale suprapu- 
bische Prostataresektion mehr Chirurgen 
zur Anwendung des Verfahrens anregen 
kénnte, weil sie mit suprapubischen Ein- 
griffen vertraut sind. 


RIASSUNTO 


Viene presentata una serie di 22 prosta- 
tectomie soprapubiche. L’autore é per- 
suaso che qualunque urologo di esperienza 
pud imparare questo intervento ed ese- 
guirlo senza avere complicanze né mor- 
talita eccessiva. L’autore ha avuto un solo 
caso di incontinenza su 22 operati e nessun 
morto operatorio; dei due che morirono in 
seguito, uno mori dopo tre anni e mezzo 
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per metastasi diffuse, ma senza aver pil 
avuto disturbi da ostruzione e urinando 
bene fino alla fine dei suoi giorni, |’altro 
mori per insufficienza cardiaca, ma senza 
segni di recidiva. Gli altri operati stanno 
bene, meno due che presentano segni di 
metastasi, ma il tempo trascorso dall’inter- 
vento é@ ancora piuttosto breve per con- 
sentire delle conclusioni. I risultati ot- 
tenuti fino ad ora, tuttavia, incoraggiano 
a continuare nell’uso della prostatectomia 
retropubica. 


Secondo l’autore il nome di questo inter- 
vento dovrebbe essere cambiato e propone 
quello di “prostatectomia retropubica 
radicale” che avrebbe il pregio di invo- 
gliare i chirurghi ad eseguire tale inter- 
vento. 


RESUME 


Une série de 22 prostatectomies sus- 
publiennes radicales est présentée. L’au- 
teur est convaincu que tout urologiste 
entrainé est 4 méme de pratiquer cette 
opération. II n’a eu lui-méme aucune 
mortalité opératoire, et un seul cas d’in- 
continence sur 22; un malade est décédé 
trois ans et demi aprés |’opération, présen- 
tant des métastases multiples, sans ob- 
struction; un malade a succombé a une 
affection cardiaque (pas de métastases) ; 
deux autres décés sont dus a |]’extension 
du carcinome. Tous les autres malades 
se portent bien, mais le temps écoulé est 
trop court pour permettre une évaluation 
intéressante. Les résultats obtenus sont 
cependant encourageants et autorisent a 
continuer 4 utiliser cette technique. 


Il est proposé de remplacer le terme de 
prostatectomie radicale rétro-pubienne par 
celui de prostatectomie radicale_ sus- 
pubienne, afin d’encourager un plus grand 
nombre de chirurgiens, qui ont une bonne 
expérience des techniques sus-publiennes, 
a reconsir 4 cette opération. 


CHRISTENSEN: SUPRAPUBIC PROSTATECTOMY 


SUMARIO 


Apresenta uma serie de 22 prostatec- 
tomias suprapublicas radicais. 


O A. esta convencido de que qualquer 
urologista treinado pode realizar essa ope- 
racaéo sem mortalidade desnecessaria ou 
complicagéo de incontinencia_ urinaria. 
Diz que encontrou incontinencia em um 
de 22 casos apenas. Nao houve mortali- 
dade operatoria. Dois homens morreram: 
um depois de trés anos e meio com metas- 
tases multiplas porem sem ter tido obstru- 
¢ao; o outro morreu de molestia cardiaca 
sem indicios de carcinoma. Dois outros por 
disseminacéo do carcinoma. Todos os 
pacientes vivos passam bem. Decorreu 
ainda pouco tempo para permitir exata 
avaliacao. 

As atuais experiencias autorizam o pros- 
seguimento da operacao radical suprapt- 
bica. 

Na opiniao do A, onome habitualmente 
dado a essa operacéo deve ser mudado para 
prostatectomia radical suprapUbica que 
julga melhor que prostatectomia radical 
retropubica. 


Talvez muitos cirurgides possam recor- 
rer a ela por estarem mais familiarizados 
com os métodos supraputbicos, 


RESUMEN 


Se estudia la prostatectomia radical 
supraptbica, en una serie de 22 casos. El 
autor opina que cualquier urdlogo experi- 
mentado puede llegar a hacer esta opera- 
cién sin temor a la mortalidad o a com- 
plicaciones tales como la incontinencia 
urinaria. Effectivamente, entre los casos 


presentados no hubo ningtn accidente letal 
operatorio, aunque 2 enfermos fallecieron 
después, (uno de ellos a los 16 meses, con 
metastasis multiples, pero sin obstruccién 
urinaria, siendo capaz de orinar satisfac- 
toriamente hasta el final, y el otro murié 
Otros dos en- 


de una afecci6n cardiaca). 
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tube for ten days may be longer than is 
necessary, and one might try taking it 
out after four or five days. 

I have done four radical suprapubic 
prostatectomies on patients with occult 
carcinoma on whom I had previously done 
transurethral resections. By “occult car- 
cinoma” I mean that associated with nor- 
mal serum acid and serum alkaline phos- 
phatase determinations, no osseus patho- 
logic change and no signs indicating car- 
cinoma by rectal palpation. I would cau- 
tion the surgeon in this type of case to be 
sure to insert inlying ureteral catheters 
before starting the operation. The pa- 
tients in all 4 of my cases of this type have 
done well. 


SUMMARY 


A series of 22 radical suprapubic pros- 
tatectomies is presented. The author is 
convinced that any trained urologist can 
learn to perform this operation without 
undue mortality or complication of uri- 
nary incontinence. He has encountered 
incontinence in only 1 of the 22 cases. 
There has been no operative mortality. 
Two men are dead. One died three and 
one-half years after the operation with 
multiple metastases, but at no time did he 
have obstruction; he was able to void satis- 
factorily until he died. One other patient 
died of cardiac disease but was free of 
carcinoma. Two others show signs of 
spread of the carcinoma. The remaining 
patients are well. Too short a time has 
elapsed to evaluate the end results. Pres- 
ent experience encourages continuation of 
the radical suprapubic operation. 

In the author’s opinion the name com- 
monly given this operation, radical retro- 
pubic prostatectomy, would be better 
changed to radical suprapubic prostatec- 
tomy. This might cause more surgeons to 
make use of the operation, because they 
are experienced in suprapubic procedures. 
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ZUSAM MENFASSUNG 


Es wird iiber eine Reihe von 22 radika- 
len suprapubischen Prostataresektionen 
berichtet. Der Verfasser ist iiberzeugt, 
dass jeder ausgebildete Urologe die Aus- 
fiihrung dieser Operation, ohne _ iiber- 
miassige Sterblichkeit, Komplikationen 
oder Harnverhaltung zu riskieren, erler- 
nen kann. Der Verfasser hat unter seinen 
22 Kranken nur einen Fall von Inkontinenz 
gehabt. Operative Todesfalle kamen nicht 
vor. Zwei Kranke starben. Der eine er- 
lag nach dreieinhalb Jahren multiplen 
Metastasen, zeigte aber niemals Zeichen 
der Verstopfung des Harnabflusses und 
konnte bis zu seinem Tode gut urinieren. 
Ein anderer Patient starb an einer Herz- 
erkrankung, war aber frei von Karzinom. 
Zwei weitere Kranke leiden unter Aus- 
breitung des Krebses. Den iibrigen geht 
es gut. Zur Auswertung der Endergeb- 
nisse ist die seit der Operation verstri- 
chene Zeit noch zu kurz. Die bisherigen 
Erfahrungen ermutigen jedoch zur Fort- 
setzung der Ausfiihrung radikaler supra- 
pubischer Operationen. 

Der Verfasser glaubt, dass eine Umbe- 
nennung des Eingriffes von der tiblichen 
Bezeichnung als radikale retropubische 
Prostataresektion in radikale suprapu- 
bische Prostataresektion mehr Chirurgen 
zur Anwendung des Verfahrens anregen 
kénnte, weil sie mit suprapubischen Ein- 
griffen vertraut sind. 


RIASSUNTO 


Viene presentata una serie di 22 prosta- 
tectomie soprapubiche. L’autore é per- 
suaso che qualunque urologo di esperienza 
pud imparare questo intervento ed ese- 
guirlo senza avere complicanze né mor- 
talita eccessiva. L’autore ha avuto un solo 
caso di incontinenza su 22 operati e nessun 
morto operatorio; dei due che morirono in 
seguito, uno mori dopo tre anni e mezzo 
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per metastasi diffuse, ma senza aver pil 
avuto disturbi da ostruzione e urinando 
bene fino alla fine dei suoi giorni, l’altro 
mori per insufficienza cardiaca, ma senza 
segni di recidiva. Gli altri operati stanno 
bene, meno due che presentano segni di 
metastasi, ma il tempo trascorso dall’inter- 
vento é ancora piuttosto breve per con- 
sentire delle conclusioni. I risultati ot- 
tenuti fino ad ora, tuttavia, incoraggiano 
a continuare nell’uso della prostatectomia 
retropubica. 


Secondo I’autore il nome di questo inter- 
vento dovrebbe essere cambiato e propone 
quello di “prostatectomia retropubica 
radicale” che avrebbe il pregio di invo- 


gliare i chirurghi ad eseguire tale inter- 
vento. 


RESUME 


Une série de 22 prostatectomies sus- 
publiennes radicales est présentée. L’au- 
teur est convaincu que tout urologiste 
entrainé est 4 méme de pratiquer cette 
opération. Il n’a eu lui-méme aucune 
mortalité opératoire, et un seul cas d’in- 
continence sur 22; un malade est décédé 
trois ans et demi aprés |’opération, présen- 
tant des métastases multiples, sans ob- 
struction; un malade a succombé a une 
affection cardiaque (pas de métastases) ; 
deux autres décés sont dus a |’extension 
du carcinome. Tous les autres malades 
se portent bien, mais le temps écoulé est 
trop court pour permettre une évaluation 
intéressante. Les résultats obtenus sont 
cependant encourageants et autorisent a 
continuer 4a utiliser cette technique. 


Il est proposé de remplacer le terme de 
prostatectomie radicale rétro-pubienne par 
celui de prostatectomie radicale  sus- 
pubienne, afin d’encourager un plus grand 
nombre de chirurgiens, qui ont une bonne 
expérience des techniques sus-publiennes, 
a reconsir 4 cette opération. 


CHRISTENSEN: SUPRAPUBIC PROSTATECTOMY 


SUMARIO 


Apresenta uma serie de 22 prostatec- 
tomias suprapublicas radicais. 


O A. esta convencido de que qualquer 
urologista treinado pode realizar essa ope- 
racao sem mortalidade desnecessaria ou 
complicagaéo de incontinencia urinaria. 
Diz que encontrou incontinencia em um 
de 22 casos apenas. Nao houve mortali- 
dade operatoria. Dois homens morreram: 
um depois de trés afios e meio com metas- 
tases multiplas porem sem ter tido obstru- 
¢a0; o outro morreu de molestia cardiaca 
sem indicios de carcinoma. Dois outros por 
disseminacéo do carcinoma. Todos os 
pacientes vivos passam bem. Decorreu 
ainda pouco tempo para permitir exata 
avaliacao. 

As atuais experiencias autorizam 0 pros- 
seguimento da operacao radical suprapu- 
bica. 

Na opiniao do A, onome habitualmente 
dado a essa operacaéo deve ser mudado para 
prostatectomia radical supraptbica que 
julga melhor que prostatectomia radical 
retropubica. 


Talvez muitos cirurgides possam recor- 
rer a ela por estarem mais familiarizados 
com os métodos supraptbicos, 


RESUMEN 


Se estudia la prostatectomia radical 
supraptbica, en una serie de 22 casos. El 
autor opina que cualquier urélogo experi- 
mentado puede llegar a hacer esta opera- 
cién sin temor a la mortalidad o a com- 
plicaciones tales como la incontinencia 
urinaria. Effectivamente, entre los casos 


presentados no hubo ningtn accidente letal 
operatorio, aunque 2 enfermos fallecieron 
después, (uno de ellos a los 16 meses, con 
metastasis multiples, pero sin obstruccién 
urinaria, siendo capaz de orinar satisfac- 
toriamente hasta el final, y el otro muridé 
Otros dos en- 


de una afeccién cardiaca). 


fermos han recidivado. Sélo hubo un caso 
de incontinencia urinaria, y los demas 
enfermos estan bien. 

Aunque ha pasado muy poco tiempo 
para evaluar los resultados, la experiencia 
presente inclina a continuar con la ope- 
raci6n descrita. 

El autor opina que debiera cambierse el 
nombre de prostatectomia radical retro- 
pubica que corrientemente se da a esta 
operacion por el de prostatectomia radical 
supraptbica. De esta forma muchos ciru- 
janos experimentados en la técnica supra- 
pubica se inclinarian a efectuar este tipo 
de operaciones. 
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radiotherapy) for carcinoma of the 

female genitalia can be regarded only 
as the beginning of treatment, To do noth- 
ing more means to sit back and wait for 
recurrences. The patient with such a 
growth, if she lives long enough, will have 
a recurrence and probably die from it, 
since the tendency to new carcinoma for- 
mation persists where once it existed. It 
will disappear only if the patient’s consti- 
tution is basically altered. 

The “cancer constitution” is essentially, 
as I pointed out in 1954,' a thyroid defi- 
ciency, and I observed then how rare it is 
to find genital carcinoma in association 
with hyperthyroidism, in contrast to sub- 
thyroidism with its associated high blood 
lipids and low tissue histamine content. 
I showed also at that time how a sub- 
thyroid patient in whom carcinoma has 
developed can be kept free of recurrence 
after radical operation by the prolonged 
administration—for years and years—of 


*Former Consultant Gynecologist, St. Saviour’s Hospital, 
London; Associate Editor, Gynecologie Internationale, Paris. 


Submitted for publication Dec. 1, 1957. 


Thyroid Hormone for the Prevention of 


of the Female Breast and Genitalia 


A Review of 211 Cases in a Nine-Year Study 


Dedicated to the International Union Against Cancer on the Occasion of the 
Seventh International Cancer Congress in London, July 1958 


ALFRED ALEXANDER LOESER, M.D., M.R.C.P., 
L.R.C.S. (Edin.), F.1.C.S.* 


LONDON, ENGLAND 


DICAL operation (with or without 


Postoperative Recurrence of Carcinoma 


thyroid hormone to increase the protein- 
bound histamine in the cells. 

These observations have since been con- 
firmed in another way by several other 
workers. Somers? showed that of 207 
women with carcinoma of the breast, 85 
per cent had thyroid lesions of various 
types. Bonafos* and Spencer,‘ studying 
in sixteen countries the connection be- 
tween the incidence of goiter and that of 
carcinoma, noted a definite relation be- 
tween endemic goiter and mammary car- 
cinoma. Ellerker’ has reported a series of 
257 cases of carcinoma in which there was 
a marked association with thyroid disease, 
and the excellent work of Dargent® from 
the cancer centre in Lyons, and Desaive’ 
in Liege, leave no doubt that there is a 
close correlation between cancer formation 
and a functionally disturbed thyroid gland. 
Finally there are the striking results of 
Crile® of Cleveland, Ohio, in the treatment 
of carcinoma of the thyroid with desic- 
cated thyroid. 

In 1954 the relatively small number of 
18 cases did not allow convincing conclu- 


sions to be drawn. Now I have at my 
disposal 211 cases, with five to nine years’ 
follow-up: 110 cases treated with thyroid 
hormone at St. Bartholomew’s Hospital, 
Rochester, 48 cases at St. Mary’s Hospital, 
Paddington and at St. Saviour’s Hospital, 
and my personal cases, which number 53. 
Many of these 211 cases already had me- 
tastases either in the soft parts or in bones, 
or showed dissemination or ulceration 
round the primary (breast) tumor. In 
many cases the thyroid treatment was 
started some time, even years, after the 
radical operation or roentgen treatment 
had been performed. 

The four treated skin cancers consisted 
either of multiple precancerous keratinisa- 
tions or superficial squamous cell carcino- 
mata in elderly men and women, most 
of them 70 to 80 years old. They showed 
normal epithelisation after 1 grain doses 
of thyroid given daily for a few months. 
Two carcinomas of the male breast treated 
immediately after radical mastectomy and 
without roentgen therapy to follow, are 
now well into the fourth year after the 
operation, 

The original object in instituting this 
treatment was to determine what effect, 
if any, the thyroid hormone had on this 
type of growth, and the results to date 
show that it is at least strongly inhibitory 
of recurrence. In advanced anaplastic 
types, spheroidal cell carcinomas, or any 
undifferentiated type (i.e., in which the 
lethal factor is especially marked), dis- 
semination of the tumer took place much 
later with thyroid treatment than with- 
out, but in most of these cases, in which 
it was necessary to deal with widespread 
disease and a long time had already 
elapsed between surgical or roentgen treat- 
ment and the beginning of thyroid medica- 
tion, a real evaluation of thyroid treat- 
ment is almost impossible. Only those 
cases can and should be used in which the 
treatment started before or immediately 
after radical operation or roentgen treat- 
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ment and was continued during the post- 
operative years, with simultaneous con- 
trol determination of the blood lipids. In 
these cases recurrence or prevention of re- 
currence can tell the real story of whether 
or not thyroid hormone ean in fact inhibit 
dormant carcinoma cells from becoming 
revivified or prevent new carcinomatous 
formation at all. 


Of the patients in the 211 cases, 56 
were treated immediately after surgical 
removal of the carcinoma. These include 
the 18 described in my 1954 publication. 
Among the tumors in these 56 cases were 
10 carcinomas of the female genitalia (4 
ovarian and 6 uterine). All the others 
were carcinomas of the breast. All 56 cases 
have now been observed during five to 
nine years of treatment. 


Of the 56 patients, 1 died from carci- 
noma in the fifth year, 3 in the sixth year 
and 1 in the seventh year after the begin- 
ning of treatment. Four additional patients 
had recurrences in the sixth, seventh or 
ninth year after the operation and are 
still under control with increased doses 
of thyroid and roentgen rays. In 2 cases 
with recurrence, thyroid medication was 
unintentionally interrupted for several 
months, and in the other 2 the dosage of 
thyroid was decreased by half for one 
and two months before the advent 
growths. 


The question arises: Did all these women 
survive so long because of the thyroid 
treatment, and would they not have lived 
so long without it? There is little point 
in comparing this series of 56 women with 
a similar series of untreated patients, for 
no single case of carcinoma can be com- 
pared with another, even when they pre- 
sent the same histologic structure or the 
same stage of disease. One never knows 
at the time of operation whether the pri- 
mary tumor is still localized or whether 
dormant metastases are not already pres- 
ent. Nor does one know why a dormant 
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Results of Thyroid Treatment 


LOESER: RECURRENT CARCINOMA IN WOMEN 


Patients Alive 


Patients Alive 
with 


Patients Treated with Thyroid Without Recurrence Deaths from Deaths from 
Immediately Before or After Operation Recurrence Under Control Carcinoma Carcinoma 
or Roentgen Treatment After 5 Years After 5 Years Within 5 Years After 5 Years 
1 0 0 


Without regional oe. involvement 28 
2 


With regional as involvement 19 


3 1 4 
(2 ovarian) 


carcinoma becomes revivified, much less 
the actual lethal factor in the carcinoma 
cell. Above all, one cannot know the spe- 
cific host-carcinoma relation, on which 
alone the fate of the patient is dependent. 
These cases have, however, demonstrated 
that the long survival period and the high 
survival rate (even in cases with involve- 
ment of regional glands) cannot be mere 
coincidences, and that the thyroid hormone 
must in some way affect the intracellular 
mechanism and its enzyme system, in- 
fluencing basically the constitutional hab- 
itus of the patient. 

The limited number of 56 cases followed 
up is not sufficient for elaborate statistics, 
so I propose to detail certain groups of 
patients, together with the different dos- 
ages and hormone combinations. 


Group 1. Operable Mammary Carcinoma 
Treated with Thyroid and Thyroid-Insulin 
Combination. — Six operable mammary 
carcinomas were treated with thyroid 
(whole gland desiccated thyroid extract 
alone) or thyroid and insulin. Four of 
the patients already had metastases to the 
axillary glands but were still operable. 
Three were treated with daily doses of 2 
to 3 gr. of thyroid for one month. Neither 
the primary tumor nor the axillary glands 
reacted at all, but the blood lipids de- 
creased to an average of 10 to 15 mg. per 
hundred milliliters. All were operated on 
after one month of thyroid treatment (not 
included in the 56 cases). The fourth with 
axillary glandular infiltration was treated 
with high doses of thyroid, up to 20 gr. 
daily, for three months, and was actually 


made thyrotoxic. Biopsy of the primary 
tumor showed undifferentiated scirrhous 
carcinoma. After three months it had de- 
creased to three-quarters its original size, 
but the axillary glands remained station- 
ary. The blood lipids decreased consider- 
ably, and the histamine content of the skin 
increased proportionately. Three months 
after the beginning of treatment and six 
months after the patient had first noticed 
the tumor a radical mastectomy was per- 
formed, postoperative thyroid treatment 
with 6 gr. of thyroid daily being con- 
tinued. 

Histologically there was no difference 
in the observations at biopsy before and 
after thyroid treatment, apart from more 
marked fibrous tissue formation. This 
patient was followed up, with constant 
determination of the blood lipids, and after 
fifty months thyroid treatment was discon- 
tinued for one month as the radio-iodine 
test was taken (University College Hos- 
pital), and afterward the daily dose was 
readministered at 3 gr. Three months 
later cutaneous metastases (small nodules) 
appeared, whereupon the dose was in- 
creased to 8 gr. daily and tertroxine (tri- 
iodothyronine) was injected ’round the 
nodules. The nodules became smaller, and 
some actually disappeared. The patient 
was then given radiotherapy (Middlesex 
Hospital) and is well five years after the 
beginning of thyroid treatment. 

The fifth operable mammary carcinoma 
was a solitary lump in the left breast and 
was treated with daily doses of 2 and later 
8 gr. of thyroid and 20 units of insulin 
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daily. The patient was not diabetic, and 
insulin was given on the basis of my ob- 
servation that it considerably enhances the 
cell respiratory quotient and depresses 
intacellular fermentation. During three 
months’ treatment with insulin and thyroid 
(St. Mary’s Hospital) the tumor decreased 
to three-quarters its original size, and 
when finally the patient underwent radical 
mastectomy (Dickson Wright) for the 
cribiform intraductal growth consisting 
of undifferentiated cells, no axillary glands 
were invaded. The patient has been well 
for over three years. (Not included in 
the series of 56 cases.) 


The sixth operable patient had no axil- 
lary gland involvement, and thyroid and 
20 units of insulin were given for three 
weeks only. After three months the tumor 
had decreased by nearly half its former 
size. Because of this visible decrease the 
patient refused surgical treatment. (Her 
mother and a sister had died from car- 
cinoma of the breast in spite of operation, 
and she is now untraced.) 

Of these 6 ‘“‘operable cases” preoperative 
thyroid treatment in massive dosage for 
three months reduced the size of the pri- 
mary tumor in 1, and the same effect was 
produced in 2 others with a combination 
of thyroid and insulin; but in the 3 re- 
maining cases, in which small doses of 
thyroid alone were given, no effect was 
seen either on the axillary metastases or 
on the primary tumor. 


Group 2. Mammary Carcinoma Treated 
with Fresh Thyroid.—In 3 cases carcinoma 
of the breast was treated immediately 
after radical mastectomy with desiccated 
extract of fresh sheep thyroid gland. 
Messrs. Burroughs & Wellcome (Dr. 
Frisch) had kindly prepared this extract 
for me previously from the thyroid glands 
of sheep, the preparation I received being 
between two and six weeks old. Three 
gr. of this extract was given for at least 
six months, the blood lipids and histamine 
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content of the skin being determined be- 
fore and after treatment. No difference 
in effect was observed between fresh and 
old thyroid. This trial was made because 
one never knows the age of the thyroid 
preparation in general use. It seems that 
desiccated extract of whole thyroid gland, 
whatever its age, does not lose its efficacy. 


Group 3. Mammary Carcinoma Treated 
with Triiodothyronine—In 3 cases of 
mammary carcinoma, triiodothyronine in 
watery solution was given (supplied by 
Dr. Pitt-Rivers of the National Medical 
Research Institute). The first patient, 
with lymphedema of the right arm, had 
been taking thyroid for five years after 
a radical operation. In the sixth year, 
on the advice of another doctor that 
her heart could be damaged at her age 
(over 70), she stopped taking thyroid. 
A small tumor then developed on the upper 
part of the right arm, which was removed 
and proved to be a malignant lymphangio- 
sarcoma (Dr. Haber). The high malig- 
nancy of these tumors in postmastectomy 
lymphedema is well known. Triiodothyro- 
nine (50 meg.) was given by mouth 
daily. The serum cholesterol content of 
nearly 400 mg. per hundred ml. went down 
to 210 within four weeks, and the his- 
tamine content of the skin went up within 
three weeks to the value it was under 
previous thyroid treatment. (Both these 
changes took place in a much shorter pe- 
riod than is usual with desiccated thyroid.) 
This patient is still alive, with thyroid 
and roentgen treatment, nine years after 
the radical operation. 

In 2 other cases the same rapid down- 
ward reaction in the blood lipids occurred 
when triiodothyronine was started, and 
there was a similar quick increase in the 
amount of skin histamine. 

As soon as triiodothyronine was avail- 
able commercially in tablet form, 5 more 
patients with mammary carcinoma were 
treated with a combination of desiccated 
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thyroid and triiodothyronine and remain 
well after two years, each having been 
given thyroid alone for three years pre- 
viously (average, 3 gr. of thyroid and 40 
gamma of Testroxin). 

It should be noted, however, that really 
massive and prolonged doses of triiodo- 
thyronine are not well tolerated, even 
when the patient has been able to support 
large doses of the desiccated extract. 


Group 4. Mammary Carcinoma (Post- 
menopausal) Treated with Thyroid and 
Both Sex Hormones.—Methy] testosterone 
and ethiny! estradiol, together with desic- 
cated thyroid or triiodothyronine, was 
given to 10 menopausal women. The vagi- 
nal smear taken after radical mastectomy 
showed cornified epithelium in 90 per cent 
of them. (It is a myth that menopausal 
women, with or without carcinoma, show 
no cornification of the vaginal epithelium. 
They do, even after ovariectomy and 
adrenalectomy. If thyroid is given to a 


normally menstruating woman the num- 
bers of the cornified cells show little 
change if the dose is between 1 and 2 


grains. If, however, it is given in doses 
of 3 grains or more, the postmenopausal 
vaginal smears show a decreased number 
of cornified cells, and with doses of 5 gr. 
and more it is difficult to find any cornified 
cells at all. 

When ethinyl estradiol was given with 
methyl testosterone and thyroid or tri- 
iodothyronine, this combination had a 
cornification-decreasing effect. It was 
especially evident that all the menopausal 
women felt better with this combination 
than without it, and 7 who were still suf- 
fering from hot flashes or night sweats 
(they still had their ovaries intact) lost 
these distressing symptoms. Within the 
five years they have been treated up to the 
time of writing they have had no recur- 
rence of carcinoma, although in 4 of them 
axillary gland metastases existed at the 
time of operation. An eleventh woman, 
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on whom I performed hysterectomy seven 
years ago because of advanced endometrial 
carcinoma (which was in all likelihood 
caused by immense doses of injected estro- 
gens in crystal form), has for the past 
three years been given the same combina- 
tion. She has never had roentgen treat- 
ment. It is probable that this hormone 
combination blocks the anterior pituitary 
more effectively than does one hormone 
alone, and places at least some doubt on 
the necessity for the ovariectomies, adrena- 
lectomies and hypophysectomies so fre- 
quently performed. 


It was in 1933, when still in charge of 
the (gynecologic) carcinoma department 
of the Municipal Hufeland Hospital in Ber- 
lin, that I observed for the first time the 
beneficial effects of estrogen (Estradiol), 
prepared for the first time by Schwenk 
and given to me by Schering (Berlin), on 
a cervical carcinoma in the totally pro- 
lapsed uterus of a woman aged 70 (a very 
rare coincidence). In this case the growth 
decreased in size after two months’ treat- 
ment with this estrogen alone, though in 
the same year Lacassagne showed that 
in young mice estrogens can produce mam- 
mary carcinoma. I showed the decrease 
in primary and metastatic mammary car- 
cinoma with testosterone in 1938, for the 
first time® and the still better effect of a 
mixture of testosterone and thyroid in 
1950.1° The combination of hormones 
described can be made more effective by 
adding Vitamins A and B complex; the 
more thyroid hormone given, the more 
Vitamin A is needed to cope with the extra 
thyroid activity, as the normal conversion 
of carotene into Vitamin A is quantita- 
tively insufficient for this purpose. Vita- 
min A and B complex are indispensable 
for the normal working of the intracellu- 
lar enzyme system. 


It is interesting to see that so called 
pyknotic and polychromatic cells which 
are sometimes found in the vaginal or 
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cervical smears can disappear—although 
they are regarded as precancerous—after 
a few weeks’ thyroid administration, a 
kind of reverse metamorphosing action on 
the development of an abnormal cell 
species. 


Group 5. Effect of Thyroid and Tri- 
iodothyronine on Inoperable Growths.— 
Fixed infiltrating scirrhous carcinomas of 
both breasts with axillary gland metas- 
tases in a woman aged 50 were treated 
by injections of L. Thyroxine around both 
tumors. Thyroid given by mouth (up to 
25 gr. daily) for five weeks made her 
thyrotoxic. Both tumors became movable, 
smaller and operable. The surrounding 
area was treated with histamine ionto- 
phoresis. After radical operation (St. 
Saviour’s Hospital) thyroid treatment was 
interrupted for three months when the 
patient’s own thyroid function was tested 
with radio-iodine (University College Hos- 
pital). Before thyroid was restarted, small 
metastatic nodules appeared in the right 
sear and one in the right supraclavicular 
region. High voltage roentgen treatment 
in Middlesex Hospital and larger doses of 
thyroid (up to 7 gr.) and 30 micrograms 
of triiodothyronine made the nodules dis- 
appear. The patient is now well, more than 
five years after the operation. 

In another there was a bilateral ad- 
vanced ovarian papillary carcinoma with 
peritoneal dissemination in a woman aged 
35. It was impossible to perform radical 
hysterectomy, as the cervix was firmly 
fixed to the right iliac vessels, but the 
ovarian tumors and the uterus were re- 
moved. Postoperative treatment with 2 
gr. of thyroid daily was instituted, and 
continued, and, in spite of the fact that 
after five years a malignant thymoma 
developed, the patient remains alive and 
well up to the time of writing. (The 
thymoma is under control with roentgen 
rays (Middlesex Hospital). 
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In 2 other cases of inoperable far 
advanced ovarian carcinoma with ascitos, 
massive doses of thyroid caused the tumors 
to regress and prolonged the patients’ 
lives for six months. In the case of 1 pa- 
tient relaparotomized by myself, this re- 
gression was verified. In the other case 
the pituitary gland was examined post 
mortem, and in spite of the long artificial 
thyrotoxicosis nothing histologically ab- 
normal was observed.* 

Finally, I would mention an inoperable 
cervical carcinoma invading the left para- 
metrium and pararectal tissue (Grade 4) 
in a hypothyroid patient previously treated 
with radium and high voltage roentgen 
rays. Given a daily dosage of 3 gr. of 
thyroid for two years and 40 mg. tri- 
iodothyronine for two more, she is free 
from recurrence today after 4 years (St. 
Bartholomew’s Hospital, London). 


Group 6, Effect of X-ray Treatment for 
Mammary Carcinoma on the Thyroid Gland 
Itself.—In 6 cases of mammary carcinoma 
with axillary gland metastases, routine 
high voltage roentgen therapy followed 
radical mastectomy, the blood cholesterol 
level being determined before, during and 
after treatment. In 2 cases this value went 
up about 20 mg. hundred milliliters; in 
2 other cases, to 30 and 45 mg. respec- 
tively. In 1 case there was no change; 
in the other the difference was negligible. 
As soon as these patients were given 
thyroid, the blood cholesterol went down 
to a lower level than before the adminis- 
tration of roentgen therapy. 

This diminished thyroid function was 
evidently the result of radiation spread 
damage, the thyroid, like all the endocrine 
glands, being particularly sensitive to 
roentgen rays. If this is so, routine ad- 
ministration of thyroid appears necessary 
to offset this adverse effect, since it is im- 
possible to protect the thyroid gland itself 


*Not included in the 56 cases. 
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during irradiation. Determination of the 
value for serum protein iodine may be use- 
ful in such cases. 

Radiation damage to the thyroid gland 
after high voltage roentgen treatment of 
the thymus or of tubercular glands of the 
neck may be followed by carcinoma years 
later in the thyroid gland itself. What is 
not known is whether permanent mechani- 
cal pressure on the thyroid gland may 
damage the gland and the production of 
thyroid hormone, and in this way induce 
later malignant change somewhere in the 
body, especially in a patient in whose 
family carcinoma is characteristic. Can 
hypertrophy of the larynx and tracheal 
musculature, as observed in singers, flau- 
tists and actors who have died from car- 
cinoma in recent years, perhaps damage 
the thyroid gland through mere pressure, 
as well as hormone production there and 
the normal working of the intracellular 
enzyme system? 

Effect of Antithyroid Drugs or Thy- 
roidectomy on Cancer Formation.—A pa- 
tient aged 53 was given sodium thiouracil 
for five consecutive years because of 
thyrotoxicosis, which disappeared. In the 
sixth year a carcinoma of the right breast 
developed, which was treated with radium. 
The patient’s physician (Dr. Branden- 
stein) now keeps her under thyroid and 
gives her amounts just high enough to 
produce slight hyperthyroidism. 

A patient aged 54 (St. Mary’s Hospital) 
had carcinoma of the breast treated with 
radium. Six years later metastatic cuta- 
neous nodules appeared, as well as pro- 
nounced hyperthyroidism. In order to pre- 
pare the patient for hypophysectomy, so- 
dium thiouracil was given for three 
months. The hyperthyroidism disappear- 
ed, and the nodules on the skin increased 
like mushrooms. In this case the sudden 
hyperthyroidism can be explained as a last 
self-defense of the body against the new 
carcinomatous parasite—against a new 
species of cells (explanation of the French 
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school*). As soon as counteraction against 
this self-defense was taken, by thiouracil, 
cancer cells multiplied with unheard of 
acceleration. 

If one removes the thyroid partially in 
a woman in whose family cancer runs, 
and there is in all likelihood a genetic tend- 
ency to carcinoma, such a growth (espe- 
cially in the breast) may start five or six 
years after thyroidectomy. There are so 
many cases described in English and 
French literature that there is no neces- 
sity to cite my own, already mentioned in 
1954. Even the formation of benign tu- 
mors like fibroids of the uterus some years 
after thyroidectomy can easily be ob- 
served, and the gynecologist should never 
forget to palpate the thyroid and breasts 
of his patients. If he palpates the breast 
correctly, many more early mammary tu- 
mors will be detected. 


I have encountered only 1 case during 
the past nine years in which, in spite of 
thyroid medication over fifteen years, 
given for hypothyroidism, a uterine car- 
cinoma developed. (The patient was over 
40 years of age.) In all likelihood the thy- 
roid dosage was in the long run not suffi- 
cient to raise the serum thyroid level high 
enough. After panhysterectomy (Green- 
Armytage) the patient stopped taking 
thyroid and a scirrhous carcinoma devel- 
oped in the left breast, with rapid bony 
metastases. 


The Host-Carcinoma Relation. — The 
host who harbors a carcinoma cell—and 
probably the majority of men and women 
do after the fourth decade—will not expe- 
rience the awakening of the dormant cell 
as long as the endocrine homeostatic mech- 
anism is balanced. The changes incident 
to aging allow this cell system to become 
susceptible to the action of carcinogens, 
the assumption being that the specific 
stimulator can now change the character 
of the cell through the precarcinomatous 
and “cancer in situ” stages to the final de- 
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velopment of the invasive parasitic carci- 
noma cell. 

Carcinogens are ubiquitous substances; 
they are legion, and increase incessantly 
with the progress of the atomic age. The 
prerequisite for regular normal intracellu- 
lar function is a normally working enzyme 
system, itself dependent on the proper 
quantitative secretion of the various elab- 
orated hormones, and above all on that of 
the different thyroid hormones, which reg- 
ulate the tissue respiratory quotient by 
direct capillary dilation via increase of 
intracellular histamine." 

Among the 56 cases of carcinoma afore- 
mentioned, one feature was outstanding: 
a high level of blood lipids and a low his- 
tamine content of the skin. In the Na- 
tional Medical Research Institute the pre- 
vious histamine determinations have been 
continued, and in only 10 per cent of 68 
cases did the histamine level in the tissues 
not run parallel with the thyroid dosage. 

It is not known whether this increase 
in protein-bound cellular histamine is 
brought about by an increase of the mast 
cells that exist in great numbers in the 
liver, lung, subcutaneous layers, etc. Rich 
in histamine, these release it rapidly when 
histamine liberators (and carcinogens may 
have this ability) reach them. This coin- 
cidence of high blood lipids with a low 
histamine cell content, which was such a 
striking factor in the great majority of 
my cases, suggests a deficiency due either 
to a deficient thyroid gland or to a dis- 
turbed hypothalamic-pituitary axis. The 
degree of hypothyroidism may be very 
slight, but it can usually be elicited by 
careful clinical observation, even in the 
absence of positive laboratory data. 

The normal thyroid gland is invisible, 
does not project from the surface and is 
only palpable when laterally displaced 
with the attached trachea. When the or- 
gan is obviously visible, or can be pal- 
pated without displacement, there exists 
an abnormality toward either hyperthy- 
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roidism or hypothyroidism. Clinical signs 
and symptoms of marked hypothyroidism, 
however, may exist without obvious en- 
largement, and subclinical thyroid insuffi- 
ciency is relatively common. Cutaneous 
manifestations are a tendency to hyper- 
keratosis, “dirty elbows and knees’; ex- 
cessive cornification on the dorsal surface 
of the foot and ankle regions; dryness of 
the skin, which is often cold and inelastic; 
dorsal padding of the fingers and hands, 
and often cornification of the vaginal epi- 
thelium in postmenopausal women. The 
hair is brittle and dry; the eyebrows are 
thinned at the outer third; the nails show 
transverse or longitudinal grooving, with 
defective lunuli and white spots at the ma- 
trix. In addition, there may be achlorhy- 
dria (twice observed in my patients with 
mammary carcinoma), and it is interest- 
ing that this responded to thyroid medi- 
cation. 

This masked subclinical hypothyroid- 
ism, more widespread than one imagines, 
whether of somatic, hypothalamic or athy- 
reotic origin, radically influences the whole 
cell-enzyme system, generally (with few 
exceptions) depressing its activity.11 The 
old formula of Leo Loeb: H x St = C 
(hereditary constitution [H] multiplied 
by stimulation [S] results in carcinoma 
[C]) should be replaced by the formula: 
TH x St =C. Thyroidal Hereditary Con- 
stitution (T H) multiplied by carcinogenic 
stimulation (St) results in cancer (C). 

The stronger the T H and the less thy- 
roid activity is diminished with age (the 
vessels in the thyroid gland are the first to 
suffer from aging'“) the more the person 
concerned is protected from carcinoma. 
Allergic persons,’ in whom thyroid activ- 
ity is usually increased, show less tendency 
to malignant change. 


CONCLUSIONS 


Hormones seem to be the modulators of 
enzyme activity, the relatively small hor- 
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mone content in the tissues exercising a 
regulating influence on the enzyme sys- 
tem’s galaxy. The members of the thyroid 
hormone family above all are the metro- 
nomes that tick off the metabolic tempo in 
the cells, accelerating it if produced ex- 
cessively or administered artificially, and 
if insufficient slowing it down, thus favor- 
ing the action of carcinogens on suscepti- 
ble cells and the formation of new cellular 
species. To keep the enzymatic processes 
going, especially in the aging tissues of 
the breast and genitalia, thyroid given im- 
mediately after surgical eradication or 
roentgen treatment of the primary tumor 
can prevent recurrence for a long time, 
possibly for the rest of the patient’s life. 
Thyroid hormone does not kill the carci- 
noma cell, but it can—given in the correct 
amount—abolish the danger of abnormal 
cell formation. Of the author’s 56 patients 
treated uninterruptedly with thyroid, re- 
currence has been prevented in the great 
majority for five years and longer. Differ- 
ent methods of treatment—the use of thy- 
roid alone or a combination of thyroid 
with other hormones—have been used and 
their results described; further work will 
do doubt succeed in elucidating the exact 
mechanism of their operation. Many hun- 
dreds of further cases, however, will be 
necessary to prove the value of thyroid 
hormone as a preventive measure against 
recurrent or even primary carcinoma. 
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Les hormones semblent étre les modu- 
lateurs de l’activité des enzymes, la pro- 
portion relativement faible d’hormones 
dans les tissus exercant une influence ré- 
gulatrice sur le systéme enzymatique. 
Avant tout, les composants de la famille 
des hormones thyroidiennes sont les métro- 
nomes qui réglent le mouvement dans les 
cellules, accélérant en cas de production 
excessive ou d’administration artificielle, 
et ralentissant en cas d’insuffisance, favo- 
risant ainsi l’action des carcinogénes sur 
des cellules sensibles, et la formation de 
nouvelles espéces de cellules. Afin de 
maintenir |’activité du processus enzyma- 
tique, surtout dans les tissus vieillissants 
des seins et des organes génitaux, les ex- 
traits thyroidiens administrés immédiate- 
ment aprés une excision chirurgicale ou 
un traitement radiothérapique de la tu- 
meur primaire, peuvent prévenir une réci- 
dive pour longtemps, peut-étre méme jus- 
qu’a la fin de la vie du patient. 

Dans la majorité des 56 cas de |’auteur, 
traités sans interruption par de la thyroide, 
les récidives ontpu étre évitées pendant 
cing ans et plus. 

Diverses méthodes de traitement ont 
été appliquées — thyroide seule ou en 
combinaison avec d’autres hormones, — et 
leurs résultats décrits. La poursuite 
des recherches dans ce domaine per- 
mettra sans doute d’élucider le mécanisme 
exact de leur action. Plusieurs centaines 
de cas sont cependant encore nécessaires 
pour prouver la valeur de l’hormone 
thyroidienne comme mesure préventive 
contre la récidive ou méme contre le car- 
cinome primaire. 


SCHLUSSFOLGERUNGEN 


Die Hormone scheinen die Aktivitat der 
Enzyme zu regulieren. Der verhaltnis- 
massig geringe Hormongehalt der Gewebe 
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iibt einen kontrollierenden Einfluss auf 
das endlose Enzymsystem aus. Besonders 
die Schilddriisenhormone wirken als 
Metronome, die das Tempo der Stoffwech- 
selvorgiinge in den Zellen bestimmen. Sie 
beschleunigen es, wenn sie in reichem 
Masse produziert oder kiinstlich verab- 
folgt werden und verlangsamen es, wenn 
sie in unzureichender Menge vorhanden 
sind. Auf diese Weise begiinstigen sie 
den Einfluss von Karzinogenen auf em- 
pfindliche Zellen und die Bildung neuer 
Zellarten. Durch die Verabreichung von 
Schilddriisenpriparaten unmittelbar nach 
chirurgischer Entfernung oder Réntgen- 
bestrahlung des primaren Tumors kann 
man besonders in den alternden Geweben 
der Briiste und der Geschlechtsorgane den 
Ablauf der enzymatischen Vorginge im 
Gange halten und fiir lange Zeit, mdg- 
licherweise fiir den Rest des Lebens des 
Kranken, das Auftreten von Riickfallen 
verhiiten. 

In der grossen Mehrzah] der 56 Patien- 
ten des Verfassers, die ununterbrochen mit 
der Verabreichung von Schilddriise behan- 
delt wurden, haben sich Riickfalle fiir fiinf 
und mehr Jahre vermeiden lassen. 

Es kamen verschiedene Behandlungs- 
methoden zur Anwendung, Schilddriisen- 
gaben allein oder in Verbindung mit an- 
deren Hormonen, und die Ergebnisse 
werden beschrieben. Weitere Beobach- 
tungen werden zweifellos mehr Licht in 
den genauen Ablauf des Wirkungsmecha- 
nismus der Hormone bringen. Allerdings 
wird es weiterer vieler hundert Falle be- 
diirfen, um den Wert des Schilddriisen- 
hormons als Vorbeugungsmittel gegen das 
Auftreten riickfalliger oder sogar pri- 
mirer Krebse zu beweisen. 


CONCLUSIONI 


Gli ormoni sarebbero i modulatori dell’- 
attivita enzimatica—e una piccola quantita 
di essi nei tessuti eserciterebbe un’in- 
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fluenza regolatrice sui sistemi enzimatici. 
Gli ormoni tiroidei, in particolare, regole- 
rebbero il ritmo del metabolismo cellulare, 
aumentandolo se presenti in quantita 
eccessiva — rallentandolo se insufficenti; 
favorirebbero cosi l’azione delle sostanze 
cancerogene sulle cellule sensibili. La 
tiroide fornita ai tessuti della mammella 
o dei genitali, soprattutto in persone di 
eta avanzata subito dopo l’asportazione 
chirurgica 0 la roentgen-terapia di tumori, 
pud impedire la recidiva per un lungo pe- 
riodo di tempo o forse per sempre. In 
56 malati’ trattati con somministrazione 
ininterrotta di tiroide non si sono mani- 
festate recidive nel periodo di oltre cinque 
anni. L’autore descrive le tecniche di som- 
ministrazione usate (tiroide da sola o asso- 
ciata ad altri ormoni) ei risultati ottenuti; 
ritiene che ulteriori ricerche potranno 
chiarire il meccanismo esatto di questi 
casi, ma ne saranno necessarii molte altre 
centinaia per stabilire definitivamente il 
valore della terapia tiroidea nella profilassi 
del carcinoma. 


CONCLUSION 


Parece ser que las hormonas desempenan 
un papel regulador en la actividad de las 
enzimas, de suerte que el nivel normal de 
hormonas en los tejidos, aun siendo rela- 
tivamente pequefio, determina el grado de 
funcién de los sistemas enzimatizados. 

Entre todas las hormonas, las mas 
importantes bajo este punto de vista son 
las relacionadas con la funcién secretora 
del tiroides, que tienen el papel de regular 
el grado de actividad metabdélica de las 
células. Al subir el nivel de estas hor- 
monas en la sangre, ya por aumentar la 
secrecién de las mismas, ya por adminis- 
trarse artificialmente, se acelera el meta- 
bolismo celular; sin embargo, con nivelves 
hormonales bajos en le sangre, el meta- 
bolismo baja, y se facilita la accién de los 
factores carcinogeniticos sobre células 
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predispuestas, con lo que se producen 
nuevas especies celulares. 

Administrando extractos tiroideos des- 
pués de la exéresis o de la radia cién de 
tumores, sobre todo si éstos asientan en 
un aparato genital en fase de evolucién 
senil, podria mantenerse la actividad en- 
zimética de sus tejidos, con lo que se evita- 
rian las recidivas durante largo tiempo, 
y quizas para toda la vida, 

De los 56 enfermos que presenta el 
autor, tratados todos ellos con tiroides de 
una forma ininterrumpida, la mayor parte 
no ha presentado recidivas al cabo de 5 
anos 0 mas. 

Se describen los resultados y las distin- 
tas formas de tratamiento con tiroides 
unas veces y otras on una combinacion de 
tiroides y otras hormonas. El] mecanismo 
interno de la accién hormonal se resolvera 
sin duda cuando se trabaje mas en ello. 
Sin embargo haradn falta muchos casos 
para confirmar el valor de la hormona 
tiroidea en la profilaxis de las recidivas 
o alin del cancer primario. 


CONCLUSAO 


Os hormonios parecem ser os modera- 
dores da atividade enzimatica; 0 conteudo 
relativamente fraco nos tecidos exerce uma 
influéncia reguladora no sistema enzima- 
tico. Os componentes da familia hormonal 
tireoideana representam o metrrénomo 
que regula o ritmo de tempo nas celulas 
acelerando-o se produzido em excesso ou 
administrado artificialmente e, se insufi- 
ciente, reduzin do- desse modo favore- 
cendo a acao carcinogénica das células sen 
siveis e a formacao de novas especies celu- 
lares. 

Conservando-se ativo o processo enzi- 
matico, especialmente nos tecidos idosos 
da mama ou dos genitais, a tiredide ad- 
ministrada imediatamente apos a irra- 
dicacdo cirirgica ou a roentgenterapia do 
tumor primitivo pode prevenir a recidiva 


847 


LOESER: RECURRENT CARCINOMA IN WOMEN 


por um longo prazo de tempo, possivel- 
mente para o resto da vida. 

56 pacientes tratados pelo A. ininterrup- 
tamente com tireoide tiveram a recidiva 
evitada por cinco ou mais anos. 

Diferentes métodos de tratamento- uso 
exclusivo de tiredide ou em combinacao 
com outros hormonios- foram utilisados 
pelo A, futuros trabalhos aqui esbocados 
serao sem duvida esclarecedores do exato 
mecanismo da operacéo. Centenas de 
casos, comtudo, seraéo necessarios para 
demonstrar o valor do hormonio tire- 
oidiano como preventivo da recidiva do 
carcinoma primitivo. 
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the most impeccable technic are occa- 
sionally confronted with complications 
in the treatment of fractures. 

Considering the number of fractures 
that occur in this age of acceleration, the 
percentage of serious complications is rel- 
atively low, although we have no calcu- 
lated statistics to submit. For the pa- 
tient who has a complication, statistical 
tables fail to cushion the effect. 

The subject is so comprehensive that we 
must limit our presentation to the compli- 
cations of fractures involving the lower 
extremities. 

Complications may be grossly divided 
into general (or remote) and local. The 
general (or remote) complications may 
be listed as shock, fat embolism, ileus, 
vomiting and decubitus ulcer. 

The local complications in or in close 
proximity to the fracture are numerous. 
Not only may severe damage to the soft 
tissues have a pronounced effect on the 
healing of the fracture, it can result in 
more serious complications not associated 
with the actual fracture. For this reason, 
in the initial examination of any fracture, 
one should determine particularly whether 
there has been any injury to the (1) 


GS the most of the greatest skill and 
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nerve which may cause paralysis, (2) vas- 
cular system, which may cause gangrene, 
or (3) muscles and tendons (rupture or 
laceration). After manipulation and the 
reduction of a fracture, one should care- 
fully recheck to be sure that no injury to 
the nerves or the blood vessels has oc- 
curred. 

Hemorrhage is a frequent local com- 
plication. It may be external as in com- 
pound fractures, or internal, beneath the 
periosteum or into muscle and fascia 
layers, and may produce another compli- 
cation, namely, myositis ossificans or os- 
sifying hematoma (Fig. 1). Other com- 
plications that may follow hemorrhage 
are shock and muscle necrosis. Muscle 
necrosis en masse has occurred in associa- 
tion with massive hemorrhage into the 
anterior tibial muscle fascial compartment. 

In children, fractures in close proximity 
to the epiphyseal plate may cause prema- 
ture closing of the entire epiphysis, or part 
of it, and may thus produce either a short 
limb or, when partial, knock knees, bow- 
legs or scoliosis. In children, a compound 
fracture of a long bone with infection may 
produce epiphyseal stimulation and result 
in leg lengthening. Even a slight fracture 
of the diaphysis of the tibia in a youngster 
may eventually result in a knock knee, as 
illustrated (Fig. 2) in the case of a patient, 
B. S., who required a wedge resection 
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osteotomy for correction of the valgus 
deformity. 

At approximately the same time, one of 
our patients, E. M., with a tibial plateau 
fracture which healed well but with too 
early weight bearing, acquired a severe 
valgus deformity (Fig. 3) which required 
an osteotomy. Another complication of 
fractures about the joints, especially the 
knee joint, may be associated ligamentous 
instability. 

Generally speaking, fractures that have 
been properly reduced and the reduction 
maintained adequately for a specific pe- 
riod will go on to union. This does not, 
however, hold true of fractures involving 
the neck of the femur and the distal third 
of the tibia. Here, in spite of adequate 
reduction and proper immobilization, non- 
union may occur, owing to impairment of 
the circulation by the trauma and to the 
local anatomic picture. Reduction of frac- 
tures should be accomplished by the most 
gentle maneuvers. Whenever possible, in 
the treatment of fractures of the neck of 
the femur, a nail or pin should be accu- 
rately inserted at the first attempt and 
verified by roentgenograms made on the 
operating table. 

Other reasons for nonunion are: 


1. Incomplete reduction and immobiliza- 
tion. 
2. Interposition of muscle or fascia. 


3. Extensive damage to the overlying 
soft tissue. 


Distraction of the fragments. 
Infection. 


4. 
5. 


When conservative manipulative reduc- 
tion and immobilization are feasible, their 
use is preferable to an open operation and 
the use of bone plates, screws or intra- 
medullary pins. If these must be used, 
the operation should be done after a gen- 
eral medical survey and under the most 
aseptic conditions. The size and place- 
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ment of the plate, screws or intramedul- 
lary nail should be carefully planned be- 
fore the operation is performed. When 


Fig. 1.—Examples of myositis ossificans or ossi- 
fying hematoma. 
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Fig. 2.—A, B. S., Sept. 14, 1948. Fracture of diaphysis apparently entering epiphyseal plate or, be- 

cause of its proximity thereto, stimulating growth of medial tibial diaphysis. B, same patient on Feb. 

24, 1950, showing marked valgus deformity (24 degrees, compared with normal valgus of 7 degrees). 

C, photograph of patient taken on same day. D, roentgenogram taken on April 27, shortly after 

wedge resection osteotomy. E, anteroposterior roentgenograms of both legs taken on Aug. 4, 1955, 
about five years after the operation, showing restoration to normal. 


one sees a simple transverse fracture of 
the femur converted into a severe com- 
pound comminuted fracture involving the 
whole shaft of the femur, owing to an 
intramedullary nail that was too large for 
the bore of the shaft of the femur, one is 


less inclined to perform this operation. 
This method may also be the source of the 
introduction of infection resulting in severe 
osteomyelitis, which may lead to eventual 
amputation of the extremity. Another 
risk associated with this procedure is the 
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formation of fat emboli, which may give 
rise to minor symptoms, pulmonary edema 
or even death. 

All orthopedists are familiar with the 
numerous nails, screws and pins used to 
bridge a fracture of the neck of the femur. 
In spite of proper positioning and intro- 
duction of the pin or nail used, the head 
may undergo avascular degeneration and 
necrosis, resulting in shortening of the 
neck and protrusion of the nail or pin 
into the acetabulum. It may even wander 
and be found in the pelvis (Fig. 4), the 
bladder or the soft tissues of the buttock. 
Aseptic necrosis may also occur after a 
closed reduction. 

The evidence of nonunion of subcapital 
fractures was reported in a national sur- 
vey as between 30 and 40 per cent. The 
oblique or approxinately vertical type of 
fracture with greater shearing force is 
most prone to nonunion and displacement. 
Even though one may secure excellent re- 
duction and fixation, aseptic necrosis of 
the femoral head may ensue even as late 
as two years after the operation (Fig. 5). 


Fig. 3.—Valgus deformity due to too early weight 
bearing on tibial plateau fracture. 
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Fig. 4.—Special two-flange nail that has wandered 
into pelvis. 


In the aged, fractures of the neck of 
the femur resulting in aseptic necrosis of 
the head or absorption of the neck and 
nonunion are best treated in this era by 
metal replacement prostheses of the intra- 
medullary stem type, e. g., the Austin- 
Moore. If there is sufficient good bone in 
the neck of the femur, the use of a Smith- 
Petersen cup is still considered an ex- 
cellent and more conservative procedure. 

Fractures in the base of the neck of 
the femur or in the intertrochanteric or 
pertrochanteric region rarely result in 
nonunion. By the older methods of treat- 
ment (traction and casts) the mortality 
rate was higher than it is now, owing to 
pulmonary stasis and cardiac failure. 
Those who survived frequently had coxa 
vara and, of course, a shortened limb 
(Fig. 6). 

Fractures in the femoral shaft have been 
complicated by angulation, overriding and 
nonunion. Even with the intramedullary 
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Fig. 5.—A, roentgenogram showing aseptic necrosis of femoral head. Note that fracture line has 
healed. B, pathologic specimen showing aseptic necrosis of an oblique fraéture of femoral head. 


nail in use since World War II there has __ of the rod (Fig. 7), extrusion of the nail 
been nonunion; angulation with bending proximally, and perforation of the knee 
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- of the patella gives an earlier and better 
result when properly performed. 

Fractures of the tibial plateaus may 
result in traumatic arthritis, genu valgum 
or genu varum. Another frequent compli- 
cation is damage to the menisci in plateau 
fractures. 

Fractures of the neck of the fibula may 
involve the peroneal nerve. In fact, frac- 
tures anywhere in the limb, with retention 
apparatus, cast, splint, or brace, causing 
peroneal pressure, may result in peroneal 
palsy. 

_Fractures in the shaft of the tibia, 
especially at the juncture of the middle 
and lower thirds, is a frequent site of non- 
union. The use of a sliding bone graft 
or some other method of bone grafting has 
been necessary to correct such nonunions 
(Fig. 9). 

A fracture of the ankle may involve 


Fig. 6.—Coxa vara resulting from simple immo- 
bilization of intertrochanteric fracture in an aged 
person. 


joint by the nail. Fractures of the shaft 
of the femur may be held with internal 
fixation, but if there is distraction -non- 
union will result (Fig. 8). 

Fractures of the lower end of the femur 
are sometimes complicated by posterior 
tilting of the lower fragment with damage 
to the popliteal vessels and perhaps the 
nerves, with resultant sequelae. At the 
same time, the distal end of the proximal 
fragment may perforate the knee joint 
beneath the patella. This fracture may 
also have a T split into the intercondylar 
notch. Severe disability or ankylosis may 
result. 

Fractures of the patella may result in 
nonunion and traumatic arthritis. Resec- 
tion of part or, if badly comminuted, all 


Fig. 7 (opposite).—Roentgenogram showing bent 
intramedullary nail with nonunion. 
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Fig. 8.—Fracture of mid-lower third of the femur held with plate and screws, with distraction or 
absorption at the fracture site resulting in nonunion one year after the operation. 


A 

Fig. 9.—A, S. H. Fracture of mid-lower third of tibia, well reduced and fixed with five transfixion 

screws. Roentgenogram at right shows posterior angulation, moderate force being used to prove non- 

union. B, removal of screws. Definite nonunion observed at operation. Sliding bone graft and chip 
grafts from middle third of tibia. C, end result, showing solid union. 


one or both malleoli and frequently the ciated with this is usually an astragalar 
posterior distal tibial lip. With the latter dislocation and rupture of the anterior and 
it is called a trimalleolar fracture. Asso- posterior tibiofibular ligaments. Perfect 
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reduction and retention’ without weight 
bearing is essential to healing. Otherwise 
a spread mortise and joint incongruity 
result in traumatic arthritis (Fig. 10). 
Arthrodesis of the ankle in the position 
of election for best function is the treat- 
ment of choice and results in a normal 
or nearly normal painless gait when shoes 
are worn. 

An occasional complication of fracture 
of the medial malleolus is nonunion 
(Fig. 11). We have done a very simple 
osteosynthesis for this condition, curetting 
out the fibrous interposed tissue and slid- 
ing a tibial graft across the freshened 
fracture line, supplemented by a few curet 
scoops of local cancellous bone. 

Aseptic necrosis of the body of the 
astragalus has followed fractures of the 
neck of the astragalus (Fig. 12). 

Application of the cast must always 
allow for swelling, which usually occurs 
after the reduction has been performed. 
For this reason, casts should be well pad- 
ded with sheet wadding applied smoothly 
and uniformly. The use of skin-tight casts 
in the treatment of fresh fractures is to 
be condemned, since complications ranging 
from severe ulcerative cutaneous lesions 
to gangrene of an extremity have been far 
too frequent. 

In the application of a cast, one should 
also keep in mind the fact that any ridge 
in the cast, even if well padded with sheet 
wadding, can cause a serious ulcerative 
lesion that may extend deep into the under- 
lying soft structures of muscles and ten- 
dons. Bony prominences, in particular, 
should be well padded and the cast well 
molded over them. The peroneal nerve, 
as it swings around the neck of the fibula, 
is particularly vulnerable to pressure from 
a cast and can lead to a foot drop that 
may not be discovered until the cast is 
removed. 

Fractures involving joints may often 
lead to permanent limitation of motion if 
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Fig. 10.—Traumatic arthritis of ankle joint. 


immobilized too long. When joint motion 
is inhibited by immobilization with a 
plaster cast, particularly in the presence 
of trauma, the pathologic changes that 
occur within that joint are similar to those 
associated with an atrophic form of ar- 
thritis. This has been well demonstrated 
by Dr. Vernon Luck of Los Angeles. Since 
adequate fibrocallous tissue is laid down 
three weeks after the fracture has oc- 
curred, the cast is frequently removed 
after three weeks and the patient encour- 


Fig. 11.—A, nonunion of medial malleolus. B, ap- 
pearance four months after curettage and use of 
small sliding bone grafts. 
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Fig. 12.—Aseptic necrosis of left astragalus. Normal astragalus is shown for comparison. 


aged to start active mobilization—with 
great emphasis on the avoidance of weight 
bearing, since this could cause the frag- 
ments to be displaced. In this way a full 
range of painless motion is obtained within 
the first two weeks after removal of the 
plaster cast. The bone atrophy that oc- 
curs from disuse can be avoided to some 
extent by the use of a vibrator which the 
patient is advised to use several times a 
day over the plaster cast. The vibration 
is transmitted to the limb through the 
cast. The vibrator is used on the limb 
after the cast is removed. Gentle re- 
sistant exercises are also started after re- 
moval of the cast to prevent atrophy. 
Occasionally one sees bone atrophy de- 
velop rather acutely. When it involves 
the lower extremity, it is most often noted 
in the bones of the foot. The patient 
complains of persistent pain and stiffness 


of the joints of the foot. The foot is 
cyanotic, glossy, cold to touch and tender. 
This condition is known as Sudeck’s atro- 
phy. Its development is not based on the 
severity of the injury, since its develop- 
ment has been observed in cases of 
simple sprain. It is highly disabling when 
it occurs. The exact cause is not known. 
Dr. Donald S. Miller, of Chicago, has at- 
tributed this complication to a _ reflex 
neurotrophic phenomenon. The use of a 
sympathetic block, followed by contrast 
baths and encouragement of the patient 
to use the extremity in spite of pain, is 
the form of treatment generally used. The 
condition is more prevalent in women than 
in men, and the use of estrogens and 
androgens is of some help in its treat- 
ment, 

Malunion is not infrequent as a com- 
plication of fracture. It may be due to 
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Fig. 13.—Deep ulcerative lesion of the heel, due 
to ridge in plaster cast. 


angulation or overriding of the fragments, 
or both. Another type of malunion is due 
to internal or external rotation of the 
lower fragment on the upper. 

Pressure sores and bed sores due to con- 
tinuous pressure over a particular area of 
the skin may cause sloughing that may be 
deep enough to expose the bone. We have 
seen this occur in patients over areas of 
indentation of casts (Fig. 13) which were 
not held properly when “setting,” along 
ridges of slings and splints used to sup- 
port an extremity and over the sacrum 
and heel areas that were continuously 
pressed against the bed. 

Space does not permit a more com- 
prehensive report of this subject. The 
major problems, however, have been pre- 
sented, We have attempted to describe and 
illustrate some of the major complications 
of fractures of the lower extremities. 


SUMMARY 


The principal complications of fractures 
of the lower extremities, including non- 
union and injury to the surrounding soft 
tissues, are described. Emphasis is laid 
on the necessity of taking precautions, 
when bone plates, screws or intramedul- 
lary plates must be used, against the pos- 
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sibility of osteomyelitis or fat embolism. 
The prevention of osseous atrophy as a 


result of immobilization in plaster is also 


discussed. 


ZUSAM MENFASSUNG 


Die wichtigsten Komplikationen bei 
Knochenbriichen der unteren Gliedmassen 
einschliesslich schlechter Frakturenhei- 
lung und Verletzungen der umgebenden 
Weichteile werden beschrieben. Es wird 
nachdriicklich hervorgehoben, dass Vor- 
beugungsmassnahmen gegen die Entwick- 
lung von Osteomyelitis oder Fettembolien 
angewendet werden miissen, wenn Kno- 
chenplatten, Schrauben oder intramedul- 
lare Platten beniitzt werden. Ferner wird 
die Vorbeugung von Knochenatrophie in- 
folge von Ruhigstellung im Gipsverband 
erortert. 


SUMARIO 


As principais complicacgées das fraturas 
das extremidades pelvicas incluindo o re- 
tardo de consolidacao e as lesdes aos te- 
cidos moles dos membros inferiores sao 
motivo deste trabalho. Os AA, salientam 
an ecessidade de tomar precaucgdes no 
emprégo de placas e parafusos ou hastes 
intramedulares para evitar osteomielite e 
embolia gordurosa. Discutem tambem a 
prevencao da atrofia 6ssea como resultado 
da imobilizacéo gessada. 


RESUMEN 


Se describen las principales complica- 
ciones de las fracturas de la extremidades 
inferiores incluyendo la falta de unién y 
las lesiones de las partes blandas vecinas. 
Se insiste especialmente un la necesidad 
de tomar precauciones contra la posibi- 
lidad de osteomieltis y embolismo cuando 
se tienen que usar placas metalicas, tor- 
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nillos o enclavamientos intramedulares. 
También se estudia la posibilidad de atro- 
fia 6sea como resultado de la inmoviliza- 
cién en véso. 


RIASSUNTO 


Vengono descritte le principali compli- 
cazioni delle fratture degli arti inferiori, 
fra cui il mancato consolidamento e le 
lesioni delle parti molli. E’ necessario 


usare le maggiori precauzioni quando si 
usano placche, viti o protesi intramidol- 
lari, per la possibilita di osteomieliti o 
embolia grassosa. 


Viene discussa anche 
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la possibilita di evitare l’atrofia ossea da 
immobilizzazione in gesso. 


RESUME 


Les auteurs décrivent les principales 
complications des fractures des membres 
inférieurs, y compris le défaut de coapta- 
tion et les lésions des tissus mous adja- 
cents. L’utilisation de lames osseuses, de 
clous ou de plaques médullaires exigent 
de grandes précautions (ostéomyélite, em- 
bolie graisseuse). La prévention de !’atro- 
phie osseuse, résultat d’une immobilisation 
platrée, est également discutée. 


1805-1879, Professor of Anatomy and Surgery, Paris. It was he who described 
Chassaignac’s tubercle, normally present on the transverse process of the sixth 


cervical vertebra. 


* 


In the museum of the Royal College of Surgeons there is a specimen of an intus- 


* 


susception prepared by John Hunter (1728-1793), Surgeon to St. George’s Hospital 


and founder of the Hunterian Museum, London. 


—Hamilton Bailey, F.R.C.S. (Eng.), F.A.CS., 
F.R.S. (Edin.), F.1.C.S. (Hon.)- 
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of this type of fracture, the variance 

in treatment, the attendant pro- 
longed subjective disability and the in- 
crease in the frequency of this type of 
accident owing to shift in modes of trans- 
portation and to machinery of the present 
atomic age are propelling this fracture 
more into the foreground. With a height- 
ened sensorium and with the mental set 
attained, more of these fractures will be 
diagnosed and their greater incidence 
established, in my opinion, in the near 
future. But, aphoristically, as the first 
gentleman to see snow said, “this cannot 
be,” because he had not seen it before, I 
should like to present this article as a 
reminder that all physicians and surgeons 
must be ever on the alert for intelligent 
accuracy of diagnosis if they are to fulfill 
their duties to their patients. 

In identifying this condition, certain 
criteria must be met: 

1. The trauma must be a direct angu- 
lated blow to the greater trochanter, 
shearing it off from the femur. 

2. The area involved must be localized 
about the greater trochanter, with atten- 
dant ecchymosis and distinct pain on mo- 
tion, caused by the aberrant pull of the 
muscles originating from it. 

3. Limitation of use of the injured ex- 
tremity, causing limping, must be present. 
This is caused by flexion deformity of the 
thigh on the abdomen, due to spasm of 
the muscles orginating on the greater 
trochanter. 


r | YHE relative rarity and infrequency 
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Anatomic Picture and Correlated Path- 
ogenesis of Fracture.——The greater tro- 
chanter lies a palm’s breadth below the 
iliac crest and midway between the an- 
terior superior spine and the tuberosity 
of the ischium. In isolated fractures of the 
greater trochanter there is no shortening 
of Bryant’s or Nelaton’s line, since there 
is no displacement of the femur or of the 
greater trochanter itself. Comminution 
and slight displacement of fractured frag- 
ments, rather than displacement of the 
entire trochanter itself, has been observed. 
The most vulnerable portion of the tro- 
chanter is its lip and upper portion, which 
protrudes in a somewhat hook-like fashion 
over the superior posterior portion of the 
femur. It is from these portions, the 
lateral surfaces and borders that afford 
attachment to muscles from the gluteal, 
obturator and pelvic regions, which mili- 
tate the functions of rotation and abduc- 
tion in the lower extremity. The medial 
surface of the greater trochanter fuses 
with the neck and shaft of the femur and 
is thus not liable to isolated fracture. 

In isolated fracture of the greater tro- 
chanter there is relative loss of abduction 
and rotation, causing the fascia lata to 
be more prominent and the trochanteric 
fossa to be obliterated (area between tip 
of greater trochanter and femur pos- 
teriorly). 

I am here presenting 3 proved cases of 
isolated fracture of the greater trochanter 
of the femur with roentgenogram studies 
to delineate the locations and types of 
fractures described. 
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Fig. 1. 


REPORT OF CASES 


Case 1.—A railroad conductor was thrown 
backward by a lurch of the train onto the 
stone floor, striking a large bundle of keys 
hanging from his belt. (Railroad keys are 
two or three times the size of ordinary keys.) 
Swelling, pain in the upper part of the thigh 
and hip and inability to walk without a limp 
resulted. The patient was taken to the near- 
est hospital in Washington, D. C., where he 
was examined by the Emergency Room physi- 
cian. After several hours of hospitalization 
he was discharged for return home to New 
York. The tentative diagnosis was “sprained 
muscles of the thigh and hip.” No roentgen- 
ograms were taken, and the man was sent 
home limping. 

The patient came to my office complaining 
of pain in the upper part of the thigh and 
inability to walk normally or to place any 
weight on his right leg. Examination revealed 
swelling about the greater trochanter, with 
ecchymosis and exquisite tenderness on dig- 
ital pressure. Spasm of muscles about this 
region, emanating from the greater tro- 
chanter was noted. The thigh was held in 
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flexion on the abdomen because of this mus- 
cle splinting. Roentgenograms of the leg 
revealed isolated fracture of the greater 
trochanter of the femur. Immobilization in 
abduction and external rotation by adhesive 
strapping from thigh to buttock, hip, groin 
and abdomen in a fan-shaped fashion, bas- 
ket-weave effect (adhesive at right angles) 
was maintained for three and one-half weeks. 
Reapplication of the strapping and rein- 
forcement with adhesive tape was done over 
a total of six weeks. Normal ambulation was 
obtained in about two months. 

Case 2.—J. D., a truck driver delivering 
syrups and soda water, slipped off the top 
of the truck with a heavy case in each arm 
and struck his left hip against the protruding 
fender as he skidded downward. This patient 
also was unable to walk without limping. 
Pain was referred to the region of the greater 
trochanter where a large area of ecchymosis 
was observed. This area was decidedly 
tender, as was the underlying musculature. 
Adhesive strapping for immobilization of 
muscles attached to the greater trochanter 
was applied and maintained for six weeks. 
Normal function and ambulation followed, 
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Fig. 3. 


with continuance of physiotherapy and cor- 
tisone given intramuscularly, tri-weekly, for 
a month. 

Case 8—A. P., a man aged 50, was 
struck by an automobile in the region of the 
left hip. In this case the ecchymosis was so 
extensive as to cover the entire upper half 
of the thigh and the medial half of the but- 
tocks. The patient was unable to walk nor- 
mally, since the left leg dragged because 
of the extreme tenderness in the region of 
the greater trochanter. Adhesive strapping 
in fan-shape fashion was applied to immobi- 
lize the thigh and the muscle pull on the 
greater trochanter. Immobilization in ad- 
hesive plaster for six weeks with additional 
therapy for three weeks, followed. The total 
duration of treatment was nine weeks, with 
restoration of complete normal function. 


COMMENT 


In these 3 cases of isolated fracture of 
the greater trochanter the trauma was 
extremely severe and adequate for the 
causation of such a fracture. Direct force 
was applied to cause this avulsion and 
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disruption of bony continuity. Subjective 
symptoms were varied but only partially 
incapacitating. There was no exquisite 
pain or agonizing discomfort such as oc- 
curs with fractures causing bony discon- 
tinuity. The signs were also varied, but 
then were sharply localized to the region 
of the greater trochanter. Swelling, 
pin-point tenderness and muscle spasm 
were present in this region in all 3 cases. 
Ecchymosis, in varying degrees, was ob- 
served in the area affected. Immobiliza- 
tion was but partial, and no fixed plaster 
or plastic casts were applied. The results 
in these cases were satisfactory with com- 
plete healing and restoration of normal 
function. 


CONCLUSION 


Three cases of isolated fracture of the 
greater trochanter of the femur are here 
presented. Treatment, after diagnosis, 
consisted of immobilization by skin trac- 
tion for six weeks. Adhesive strapping was 
used, extending from buttock, groin, and 
the lateral aspect of the hip downward 
over the thigh toward the knee in a fan- 
shaped fashion. Overlapping strips of ad- 
hesive tape were applied to achieve a 
basket-weave effect and to provide immo- 
bilization for six weeks. Restoration of 
normal function was obtained in about 
two months. 


CONCLUSION 


Vengono presentati tre casi di frattura 
isolata del grande trocatere. II tratta- 
mento consistette nella immobilizzazione 
con trazione cutanea per sei settimane. Si 
uso del cerotto adesivo, disposto a striscie 
embricate fra la radice della coscia e il 
ginocchio, con altre striscie tese trasver- 
salmente in modo da immobilizzare |’anca. 
Si ottenne il ripristino della funziene nor- 
male in sei mesi. 

Ci si deve attendere che questo tipo di 
frattura divenga sempre piti frequente in 
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rapporto con l’attivita della vita moderna 
e pertanto si deve pensare anche a questa 
possibilita in presenza di ogni trauma 
grave sul femore. 


SCHLUSSFOLGERUNG 


Es wird iiber drei Falle von isoliertem 
Bruch des grossen Trochanters des Ober- 
schenkelknochens berichtet. Nach Stel- 
lung der Diagnose erfolgte Behandlung 
durch Ruhigstellung mittels Zuges durch 
Heftpflasterstreifen fiir die Dauer von 
sechs Wochen. Die Heftpflaster erstreck- 
ten sich vom Gesiss, der Leistenbeuge und 
der lateralen Flaiche der Hiifte fiacher- 
férmig nach unten iiber den Oberschenkel 
zum Knie. Die Heftpflasterstreifen tiber- 
lagerten sich in der Weise, dass ein korb- 
geflechtartiger Effekt wahrend der sechs- 
wochigen Ruhigstellung erzielt wurde. 
Innerhalb von etwa zwei Monaten war 
die normale Funktion wiederhergestellt. 

Man darf erwarten, dass diese Knochen- 
briiche haufiger zur Beobachtung kommen 
werden, wenn sich das Tempo des moder- 
nen Lebens weiter beschleunigt, und wenn 
man sich darauf einstellt, dass jeder hef- 
tige direkte Stoss auf diese Gegend oder 
auf den Oberschenkel die Méglichkeit in 
sich tragt, diese Form der Verletzung her- 
beizufiihren. 


CONCLUSION 


Se presentan aqui tres casos de fractura 
aislada del trocanter mayor. Previo el 
diagnéstico, el tratamiento consiste en in- 
movilizaci6én por traccién cutanea durante 
varias semanas. Se emplea esparadrapo 
que se extiende desde nalga, ingle y cara 
lateral de la cadera hasta la rodilla, en 
forma de abanico. Se afnaden transver- 
salmente otros esparadrapos haciendo 
como el entretejido de un cesto para pro- 
porcionar durante seis semanas una buena 
inmovilizacién. En unos dos meses se 
recupera una funcién normal, 
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A medida que aumenta la rapidez en 
la vida moderna hay que esperar una 
mayor profusion de este tipo de lesiones 
al producirse golpes fuertes directos sobre 
esta parte del fémur. 


CONCLUSOE 


Sao apresentados aqui tres casos isola- 
dos de fraturas do grande trocanter do 
femur. O tratamento consistiu de tracao 
da pele por 6 semanas. Foi utilisado 
esparadrapo em faixas estendendo-se da 
nadega, verilha e face lateral da coxa cru- 
zando a estenséo do membro até o joelho. 
O reforco da imobilizacéo foi feito com 
fitas suplementares de durex durante seis 
semanas. A _ recuperacao funcional foi 
obtida em duas semanas. Diz o A. que 
maior incidencia dessas fraturas deve ser 
esperada se proseguir a velocidade da vida 
moderna e se tivermos sempre presente 
a concepcao de que um trauma direta- 
mente nessa area ou no femur pode ser 
causa deste tipo de fratura. 


CONCLUSION 


L’auteur expose trois cas de fracture 
isolée du grand trochanter. Aprés diag- 
nostic, le traitement a consisté en immo- 
bilisation par traction de la peau durant 
six semaines, au moyen d’un emplatre 
adhésif s’étendant de la fesse 4 l’aine et 
a la face latérale de la hanche, et descen- 
dant par dessus la cuisse vers le genou, en 
forme d’éventail, le tout complété par des 
bandes adhésives chevauchantes. La ré- 
cupération des fonctions normales s’est 
accomplie en deux mois environ. 

L’on peut s’attendre 4 une incidence plus 
élevée de ces fractures si la rapidité du 
rythme des activités modernes se poursuit, 
et notre conception actuelle est accordée 
a la possibilité que tout choc direct violent 
sur cette région ou sur le fémur peut pro- 
voquer de telles fractures. 
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Section en Francais 


rencontrer au cours d’une interven- 
tion, un grand syndréme hémorragi- 
que, acquis, par défibrination aigué. 

Il importe d’en établir rapidement le 
diagnostic car le traitement est trés par- 
ticulier et le pronostic d’autant moins 
grave que la thérapeutique aura été pré- 
coce, 

Etiologie.—Un tel syndrome s’observe 
dans 8 circonstances: 

— Etat de choc violent: 
choc hémorragique, choc des brilés, 
choc traumatique, et méme choc hémo- 
lytique. 

— En chirurgie: 
Chirurgie thoracique d’exérése avant 
tout, mais nous avons traité des afibri- 
némies aprés hystérectomie et prosta- 
tectomie. 

— En obstétrique: 
Le plus souvent aprés hémorragie 
rétroplacentaire; on peut aussi en ob- 
server a la suite d’avortement, d’intoxi- 
cation gravidique, d’incompatibilité Rh. 
ou aussi aprés un accouchement appa- 
remment normal. 

Description Clinique-—Nous prendrons 
pour type de description une forme ob- 
stétricale, éventualité la plus fréquente et 


[rene chirurgien ou obstétricien peut 
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rapporterons l’observation d’une de nos 
malades: 

Mme OSS ..., Jeanne, 23 ans. Aucun 
antécédent pathologique notable (notam- 
ment du cété de l’hémogénie). Enceinte 
de 8 mois et demi elle fait une chute im- 
portante le long d’un talus, présente un 
état de choc débutant et entre aussitét en 
clinique. 

L’examen, pratiqué deux heures aprés 
l’accident, nous montre une malade pale, 
aux extrémités cyanosées, et froides. Des 
ecchymoses qui vont en s’étendant, appa- 
raissent sur le corps aux endroits trauma- 
tisés. 

T. A. 11-9, pouls 4 120, réflexes normaux, 
léger état d’indifférence. 

Au point de vue obstétrical on note un 
utérus dur et globuleux; les bruits du 
coeur foetal ont disparu. 

On porte le diagnostic d’hémorragie 
rétro-placentaire traumatique, avec choc 
débutant et foetus mort. On décide la 
césarienne. 

Aussit6t l’examen terminé on procéde 
a la réanimation de la malade en perfusant 
un flacon de subtosan et un flacon de 
plasma. Dans la perfusion on injecte un 
cocktail lytique comprenant: 


amide procainique . . . 300 mg. 
chlorpromazine 25 mg. 
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La tension remonte alors 4 13-9, le pouls 
passe a IIO, et on procéde a l’anesthésie en 
injectant: 

pentothal 
d-tubocurarine 


L’anesthésie est maintenue pendant 
l’intervention avec un mélange O.-N20 a 
50 p. 100. 


La césarienne est pratiquée sans diffi- 
culté et on extrait un foetus mort de 8 mois 
et demi. On constate la présence d’un trés 
important hématome rétro-placentaire. 


Dés le début de l’intervention, le chirur- 
gien se heurte 4 une hémostase quasi-im- 
possible car les capillaires suintent abon- 
damment, de facon anormale; l’injection 
de post-hypophyse intra-veineuse (5 U.) 
et d’adrénochrome’_ sont inopérantes. 
L’utérus est bien rétracté mais saigne 
beaucoup. On pense au diagnostic d’une 
afibrinogénémie possible et on procéde a 
une transfusion de sang frais. 


La T. A. est a 9-7 en fin d’intervention, 
le pouls 4 110. Pas de signes de choc 
grave. 

La malade est placée téte basse, mais 
nous nous opposons a |’administration de 
vasopresseurs, toni-cardiaques et autres 
produits “anti-choc” qui sont, dans ce cas 
plus nuisibles qu’utiles. 


L’intervention une fois terminée, un im- 
portant écoulement de sang incoagulable 
se manifeste par le vagin, faisant poser un 
sombre pronostic, en dépit d’abondantes 
transfusions et d’un “globe de sireté” 
utérin. 


Dans la salle méme d’opération, le dia- 
gnostic d’afibrinogénémie est confirmé car 
du sang, prélevé dans un tube 4 hémolyse, 
coagule dans un délai de 6 minutes, mais 
le caillot se redissout totalement en 30 se- 
condes. . 

Aprés transfusion de trois litres de sang 
frais en deux heures, injection de 700 ml 
de plasma antihémophilique et de 4 g. de 
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fibrinogéne, le caillot, dans le tube témoin, 
ne se redissout plus que partiellement et 
quatre heures aprés |’intervention, |’hé- 
morragie vaginale cesse complétement, la 
malade se réveille et les signes généraux 
s’améliorent. Suites opératoires norma- 
les; guérison. 


Le signe prédominant c’est l’écoulement 
de sang par le vagin, modéré ou abondant, 
mais intarissable; il a pour origine |’aire 
d’insertion placentaire. 


Les signes accessoires, contingents par- 
ticipent d’un syndrome hémorragipare: 
épistaxis, purpuras, 


Les signes généraux sont ceux du choc 
hémorragique. 


La mort peut survenir par anémie aigué. 


En Chirurgie—Ce syndréme survient 
brutalement, chez un sujet dont les exa- 
mens hématologiques pré-opératoires sont 
normaux. 


Soudainement les tranches de section 
présentent une hémorragie en nappe ex- 
trémement abondante, accompagnée par- 
fois d’hémorragies cutanées et muqueuses. 


D’autres fois une hémorragie grave et 
brutale, de quelque cause qu’elle soit (la- 
chage d’un gros pédicule vasculaire par 
exemple), est capable de provoquer un 
état de choc qui a son tour peut provo- 
quer des hémorragies en nappe par le 
mécanisme de la fibrinogénolyse. 


La transfusion de sang incompatible 
peut également, par ce mécanisme, provo- 
quer des hémorragies. 

Pathogénie—II nous faut rappeler briéve- 
ment le mécanisme de la coagulation. 
ler temps: 

— formation de la thrombine. 

Dans le foie se forme la prothrombine 
(présence indispensable de la vitamine K). 

La prothrombine se transforme en 


thrombine (présence indispensable de cal- 
cium ionisé) ; Cette réaction est déclenchée 
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par les thromboplastines (plasmatique, 
tissulaire) ; cette réaction est activée par 
le facteur 5 eu pro accélérine, et le facteur 
7 ou proconvertine. 


2e temps: 


Le fibrinogéne plasmatique se trans- 
forme en fibrine sous Il’influence de la 
thrombine. Selon la théorie hépatique, il 
se produirait un arrét de la synthése du 
fibrinogéne par le foie; pour la théorie 
enzymatique il y aurait lyse du fibrino- 
géne par libération massive de fibrinolyso- 
kinase. La théorie de la dénaturation du 
fibrinogéne serait la plus vraisemblable. 
Tout se passe comme si une substance 
identique a la thromboplastine précipitait 
le fibrinogéne dans les vaisseaux. Les 
coupes histologiques montrent la lumiére 
vasculaire en partie obstruée par de la 
fibrine. Or la thromboplastine se retrouve 
en abondance dans le liquide amniotique, 
le placenta et le parenchyme pulmonaire 
notamment. 


Les Examens de Laboratoire.—Le sang 
prélevé est strictement incoagulable. Par- 
fois une ébauche de caillot apparait “in 
vitro” dans un délai normal mais, fait 
remarquable, ce “‘caillot” se redissout aus- 
sit6t spontanément. 


Le chauffage du plasma a 56° ne cause 
aucun précipité, le protéinogramme met 
en évidence l’absence de fibrinogéne. Le 
dosage par la méthode pondérale montre 
la diminution du fibrinogéne (taux nor- 
mal 3 4 5 g. par litre de sang). La proth- 
rombine est légérement abaissée. 


Traitement.—Il doit: 

le apporter rapidement et en quantité 
suffisante tous les facteurs détruits, 

2° restaurer la volémie, 

8° corriger l’anémie. 


Les analeptiques cardio-vasculaires et 
médicaments classiquement appelés “anti- 
choc” sont d’effet 4 peu prés nul, parfois 
nocif. Tous les produits coagulants habi- 
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tuels sont inopérants et il ne faut pas per- 
dre de temps a les utiliser. 

Le plasma antihémophilique lyophilisé 
nous a donné de bons résultats. Nous 
l’employons par voie intra-veineuse 4 une 
concentration deux fois supérieure a la 
concentration protéinique du plasma d’ori- 
gine. La dose totale est d’au moins trois 
flacons de 350 ml. 


L’apport en quantité suffisante des acti- 
vateurs de la prothrombine (facteurs 5 
et 7) se trouve ainsi assuré. 


Dans la’ perfusion de plasma, nous in- 
jections le fibrinogéne. Les doses moyen- 
nes sont de 3a 6 g. 


Enfin, dés que possible, on transfuse du 
sang frais, prélevé extemporanément ou 
dans la journée. Son pouvoir hémostati- 
que est bien plus marqué que celui du sang 
conservé. 

La quantité et la vitesse de la transfu- 
sion de sang frais varient selon l’inten- 
sité et )’évolution du choc. Enfin, on se 
gardera de Il’hyper-réanimation qui en- 
trainerait une défaillance cardiaque par 
surcharge volémique. 


Dans les cas favorables, au bout de 2 
a 3 heures, l’hémorragie cesse, un caillot 
stable apparait dans les tubes témoins. 
L’état général s’améliore. Une anémie per- 
siste, séquelle de l’hémorragie, 


Le pronostic des incoagulabilités chirur- 
gicales par défibrination est trés sombre. 
Les afibrinémies obstétricales paraissent 
moins graves. Le traitement ci-dessus mis 
en oeuvre précocement donne un nombre 
élevé de succés; de toutes facons la réussite 
du traitement dépend de la précocité du 
diagnostic. 

RESUME 


Tout chirurgien ou obstétricien peut se 
trouver devant un grand syndrome hémor- 
ragique acquis, a début brutal survenant 
au eours d’une intervention ou aussitét 


aprés, 
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Le diagnostic d’afibrinémie nécessite un 
traitement immédiat: perfusion de plasma 
antihémophilique dans lequel on injecte 2 
a 3 g. de fibrinogéne; en plus, il faut pra- 
tiquer une transfusion de sang frais. 


Cette thérapeutique améliore le pronos- 
tic qui était trés grave. 


SUMMARY 


Uncontrollable bleeding due to blood de- 
ficiency in fibrinogen may be encountered 
by any surgeon or obstetrician. The hemor- 
rhage, which is heavy at its onset, comes 
unexpectedly in the course of an opera- 
tion or soon afterward. 


The diagnosis of afibrinemia calls for 
immediate treatment. Intravenous trans- 
fusion of antihemophilic plasma should be 
given, in which 2 to 3 Gr. of fibrinogen 
should have been previously injected; in 
addition, it may be necessary to transfuse 
with fresh whole blood. 


This treatment improves the prognosis, 
which is most serious. 


SUMARIO 


Todos os cirurgades e parteiros podem 
encontrar-se presante um grande sindroma 
hemorragico secundario, com um inicio 
brutal aparecendo durante una interven- 
cao ou imediatamente apos. 


O diagnostico de afibrinémia requere um 
tratamento imediato: perfusao de plasma 
antihemofilico ao qual se junta 2 a 3 g. de 
fibrinogénio; alem disso e necessario fazer 
una transfusao de sangre fresco. 


Esta terapeutica amelliora 0 prognostico 
que era muito grave. 


RESUMEN 


Cualquier cirujano o partolégo puede 
enfrentarse con un gran sindrome hemora- 
gico secundario, de inicio brutal apare- 
ciendo durante una intervencién o in- 
mediatamente después. 
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E] diagnostico de afibrinemia impone un 
tratamiento immediato: perfusién de 
plasma antihemofilico, al cual se afiade 
2 a8 g. de fibrinogeno; ademas es pre- 
ciso practicar una transfusi6én de sangre 
fresca. 

Esta terapetitica mejora el pronéstico, 
antano muy grave. 


RIASSUNTO 


Qualunque chirurgo od ostetrico pud 
trovarsi di fronte all’improvvisa insor- 
genza d’una grave sindrome emorragica 
durante un intervento o subito dopo. 

La diagnosi di afibrinemia richiede un 
tratamento immediato: trasfusione di 
plasma antiemofilico in cui siano sciolti 
20 3 grammi di fibrinogeno, inoltre sangue 
fresco. 

Questa terapia migliora il pronostico 
che é molto grave. 


ZUSAM MENFASSUNG 


Jeder Chirurg oder Gynikologe kann 
plétzlich einer schweren unstilbaren Blu- 
tungsneigung gegeniiberstehen, die bei 
oder unmittelbar nach einem grossen Ein- 
griff auftritt. 

Die Diagnose “Afibrinigenaemie” hat 
folgenden therapeutische Konsequenzen: 
Sofortige Infusion antihaemophilen Plas- 
mas, dem 2-8 Gramm Fibrenogen beige- 
setzt werden; dariiber hinaus soll eine 
Frischbluttransfusion vorgenommen 
werden, 

Erst dieses therapeutische Vorgehen ist 
in der Lage, die vorher nahezu infauste 
Prognose zu bessern. 


Correction: We are informed by Dr. B. R. 
Wiltberger, co-author with Dr. Kenneth H. 
Abbott of the article “Dowel Intervertebral Body 
Fusion as Used in Lumbar Disc Therapy” (Jour- 
nal, February 1958), that the illustrations ac- 
companying the article first appeared in the 
Journal of Bone and Joint Surgery, to which 
acknowledgment should have been made at the 
time of publication. We sincerely regret this 


error and hasten to extend our apologies to the 
Journal cencerned. 
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Seccion en Espanol 


Tuboplastia con Polietileno 
BORIS RUBIO L., M.D.* 


A esterilidad que obedece a persistente 
obstruccién tubaria, representa un 
serio problema atn no resuelto. De 
los variados materiales empleados para 
permeabilizar los oviductos, cuando se ha 
fracasado médicamente, el empleo del tubo 
de polietileno, parece ofrecer los mejores 
resultados. 

Es conveniente sin embargo, hacer una 
somera revision de la bibliografia, para 
establecer comparaciones con los resulta- 
dos obtenidos afios atras, empleando otros 
materiales 6 ninguno, 

En el pasado, la solucién quirtrgica para 
la obstruccién tubaria, se referia en gene- 
ral, a la salpingostomia en las obstruccio- 
nes distales y a la implantacién en el 
cuerno, en las proximales. En 1885, Mar- 
tin inform6 de la primera salpingostomia 
y 9 anos despues Mackenrodt obtiene dos 
éxitos con esta técnica. Watkins en — 
1896, hace la primera implantacién en el 
cuerno, obteniendo un embarazo que ter- 
mina en aborto. En 1902, Estes y en 1922 
Tuffier, informan de la implantacién del 
ovario en el cuerno, después de salpingec- 
tomia, técnica hoy dia abandonada. En 
1921, Bonney sugirié y practicéd un método 
consistente en el paso de un material fino 
deseda, del extremo fimbriado al cérvix, 
completando su operacién con la implanta- 
cién de la trompa en el cuerno. Esta téc- 
nica es practicamente la misma que hoy 
se emplea, con el tubo de polietileno. 


Trabajo presentado en el X Congreso International del 
International College of Surgeons. Ciudad de Mexico, 27 de 


Febrero, 1957. 
hi raiay og de Ginecologia Hospital Central de la Cruz Roja 


ico, D. F. 
Submitted for publication April 10, 1957. 


MEXICO, D. F. 


Solomons en 1936, informa de 366 plas- 
tias tubarias sin usar cuerpo extrajio, 
obteniendo un 8.2% de embarazos, entre 


ellos 2 casos de extrauterino. Es intere- 
sante comparar sus resultados con los 
obtenidos en la encuesta de Greenhill en 
1937, del 6.6% de exitos, en 818 tuboplas- 
tias. 

Bonney informa en 1937, de 70 plas- 
tias tubarias, con evolucién completa en 
37 casos, obteniendo 7 embarazos (18%). 
Dos anos—despues, Gepfert utiliza mem- 
brana alantoide en 28 pacientes, obteniendo 
3 embarazos, de los cuales solo 1 llego a 
término. 

En 1947, Snaith Logra permeabilidad 
postoperatoria en 13 de 21 casos tratados. 
Ingersoll en 1949, menciona el uso del 
polie-tileno en una discusién sobre su téc- 
nica de salpingostomia y Castallo en 1950 
hace recanalizaci6n experimental en maca- 
cos con este material. Durante 1951, Perl 
Sefiala su uso en humanos, sin—mencio- 
nar casuistica; Wexler, Birnberg y Kohn, 
informan de un caso con permeabilidad 
postoperatoria y Hellman, informa de 12 
casos utilizando polietileno con 1 embarazo. 
En 1952, Alvarez Bravo, en 29 casos de 
salpingolisis y salpingostomia obtiene 9 
embarazos, 2 de ellos ectépicos 31%). En 
11 de implantacién tubaria obtiene 2 em- 
barazos a término. Consigue un 80% de 
permeabilidad postoperatoria, empleando 
como cuerpo extrafio, catéter ureteral. En 
1958, nosotros informamos de 8 casos utili- 
zando el tubo de polietileno, con 2 embara- 
zos a término y 7 casos de permeabilidad 
postoperatoria sostenida. 
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En el mismo ajfio y en un segundo tra- 

bajo en 1954, Rock y colaboradores, sefia- 
lan algunas variantes de técnica, utilizando 
en algunos casos un cono de polietileno en 
la zona fimbriada y en otros un capuchén 
del mismo material para protejer el ex- 
tremo fimbriado, en todos utilizan catéter 
de polietileno. En una segunda interven- 
cién retiran el cuerpo extrafio que se haya 
utilizado. De un total de 108 casos ob- 
tienen éxito en el 17.6%, con 21 embarazos 
en 19 pacientes; 12 a término, 4 abortos 
y 5 ectépicos. Utilizando solo el tubo de 
polietileno, obtienen permeablilidad en el 
38% y con el capuchon, el 62.5%. 

Guerrero en 1954, en 14 casos de implan- 
tacioén en el cuerno, obtiene 4 embarazos y 
en 18 de salpingolisis y neostomia, 5 em- 
barazos con 2 ectépicos. Estas cifras con- 
trastan con las obtenidas por el—mismo 
autor en 1944, en que obtiene 1 embarazo 
en 4 implantaciones y 1 embarazo en 18 
obstrucciones del segmento distal. 

En 1955, Lépez de Nava, utilizando una 
técnica propia, pasando el tubo de polieti- 
leno en forma de hamaca, con los extremos 
en la herida abdominal, obtiene perme- 
abilidad en 7 casos (100%) pero ningtn 
embarazo. 

En 1956, Siegler y Hellman evaluan los 
informes obtenidos de 734 especialistas 
representando un total de 2285 interven- 
ciones, utilizando el catéter de polietileno. 
Se obtuvieron 514 embarazos, es decir el 
22.6%. De ellos, el 73.5% abortos;— 
9.1% ectépicos y 2% muertos al nacer. 

Durante el mismo ajio, Topkins, Frenkel 
y Siegler, sefialan una variante en la téc- 
nica, practicando histerotomia para guiar 
el tubo hasta la vagina, fijan ademas el 
extremo distal a la serosa de la fimbria 
mediante unos puntos de catgut, permi- 
tiéndoles hacer irrigaciones con dextrosa, 
hidrocortisona, heparina y penicilina. El 
tubo es retirado por via vaginal, 6 a 8 
semanas después. 

También en 1956, Greenhill hace una 
recopilacién de 2113 casos de plastia tu- 
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Fig. 1.—Reseccion de la zona de conjuncion tubo- 
cuerno. Paso del tubo de polietileno del extremo 
fimbriado a la cavidad uterina, través del cuerno. 


baria, en los que se obtuvieron 405 em- 
barazos, es decir el 19.1%; 313 con pro- 
ducto vivo o sea el 77.3%. La ocurrencia 
de estépicos fue mencionada en 286 em- 
barazos, sucediendo en 45 de ellos, es decir 
el 15.7%. Considerando la posibilidad de 
que en el total de casos recopilados no hu- 
bieran ocurrido mas ectépicos, la inciden- 
cia total seria 11.1%. 


Informe de Nuestros 18 Casos.—Hemos 
tenido la oportunidad de tratar un total de 
18 casos de obstruccién tubaria irreduc- 
tible por medios médicos, utilizando el tubo 
de polietileno como cuerpo extrafio. 8 de 
estos casos fueron motivo de nuestro pri- 
mer informe de 1953. 

Se trataba de esterilidad primaria en 
12 de ellos, siendo las edades limites, entre 
los 22 y los 34 afios. Tanto las pacientes 
como sus esposos, fueron cuidadosamente 
estudiados de acuerdo con los requerimien- 
tos minimos de la Asociacién Mexicana 
para Estudio de la Esterilidad y sometidas 
a cirugia, una vez satisfechos todos los re- 
quisitos sefialados por Weinstein, en rela- 
cién con este problema. 

La obstruccién tubaria se localizaba en 
ambos cuernos en 9 pacientes; a cuerno 
y extremo distal en 6 y en ambos extremos 
distales de la trompa en 3. 


if 
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La técnica seguida fue la mas simple 
posible, consistente en salpingostomia a 
nivel de la fimbria con formacién de man- 
guito, en los casos de obstruccién a este 
nivel, reseccién de la zona de conjuncién 
tubo cuerno (Figura 1) ; paso del tubo de 
polietileno del extremo fimbriado a la ca- 
vidad uterina a través del cuerno, ha- 
ciéndolo llegar a la vagina. Cuando hemos 
encontrado alguna dificultad en el transito 
del tubo a traves del titero, utilizamos un 
conductor de alambre o una canula de las 
usadas para biopsia de endometrio, pasada 
por un ayudante. Se termina la plastia, 
haciendo la implantacién de la trompa en 
el cuerno. (Figura 2). 

En un caso de nuestra serie, fijamos el 
extremo distal del tubo a la serosa tubaria, 
como ha sido sugerido por Topkins y cola- 
boradores. 

Dejamos aproximadamente 2 cms. De 
tubo visibles en el extremo distal o fim- 
briado y unos 3 o 4 ems. en la vagina (Fi- 
gura 3), para facilitar el retirarlos, hacia 
las 6 u 8 semanas despues de la interven- 
cién. 

Una vez que se ha terminado la plastia 
tubaria, insuflamos de inmediato a baja 
presién y se repite ésta diariamente 4 0 5 
dias en el postoperatorio inmediato, ad- 
ministrando durante este tiempo antibioti- 
cos parenterales. Insuflamos nuevamente 
en el momento de retirar—los tubos y se- 
guimos haciendolo 2 veces al mes en fechas 
adecuadas de ciclo. 

El! tubo de polietileno que empleamos es 
muy delgado, de 1.7mm. De diametro ex- 
terior, conservado en solucién antiséptica 
débil durante 72 horas previas a la inter- 
vencién, lavandolo por dentro y por fuera 
con suero fisidlogico inmediatamente antes 
de utilizarlo. El] instrumental quirtrgico 
es fino y delicado; el catgut: atraumatico 
de 00000 (5-0). Las trompas las mane- 
jamos con referencias de seda o catgut— 

procurando manipularlas el minimo po- 
sible y haciendo una esmerada hemostasia. 
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El paso del tubo de polietileno a través de 
la trompa se hace con gran cuidado para 
evitar lesionarla o hacer falsas vias. 

Los resultados obtenidos son los si- 
guientes : 

Del total de 18 casos, en los que hemos 
incluido nuestro primer informe de 8, se 
obtuvo permeabilidad postoperatoria sos- 
tenida en 16 casos, es decir el 88%. 

En nuestra primera serie, obtuvimos 2 
embarazos a termino, uno a los 3 y otroa 
los 2 meses de intervenidas. En nuestra 


segunda serie, obtuvimos 2 embarazos a 
termino, a los 5 y 7 meses respectivamente, 
el total de 4 éxitos, representa un 22%. 


Fig. 3.—La Plastia tubaria terminada mostrando 
en la fimbria izquierda la salpingostomia con 
formacién de manguito. 


F =. 4 a fg 
} Fig. 2.—Implantacion tubaria en el cuerno uterino. 
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Una de las pacientes de la segunda serie, 
present6 una gestacién segunda, que ter- 
mino en aborto espontaneo a las 10 sema- 
nas. Todos—los productos obtenidos en 
las 4 gestaciones primarias, fueron de tér- 
mino y vivos. En nuestra pequejia serie 
total, no tuvimos embarazos ectépicos. 


COMENTARIO 


Creemos que aquellos casos de obstruc- 
cién tubaria irreductible por medios utili- 
zados por un tiempo razonable que esti- 
mamos en un minimo de 1 afio, empleando 
insuflaciones repetidas, medicacion anti- 
flogistica, etc. pueden ser sometidas a tra- 
tamiento quirtirgico, siempre y cuando 
satisfagan ampliamente los requisitos que 
se han sugerido en estos casos. 

Haciendo esta cuidadosa seleccién, es 
inevitable que el numero de pacientes que 
pueden someterse a intervencién quirtr- 
gica, disminuye extraordinariamente. En 
este caso, debera practicarse una inter- 
vencién lo menos complicada posible, con 
la minima manipulacién tubaria y con 
minuciosidad. A pesar de todos estos 
cuidados, la incidencia de éxitos que hoy 
se obtiene no es mayor en general que la 
obtenida afos atras. El promedio de pro- 
ductos vivos, de término, es del 75%, en un 
promedio general de 20% de embarazos. 
La ocurrencia de ectdpicos es bastante 
alta, entre el 10 y el 15%. 

Pensando en la simplicidad maxima 
posible de la técnica, no creemos de par- 
ticular utilidad el empleo de cuerpos ex- 
trafios a permanencia para ser retirados 
en una segunda intervencién. Los resulta- 
dos finales de estas técnicas, no mejoran 
las cifras del paso simple del tubo. Entre 
los materiales usados antes y ahora, cree- 
mos que por el minimo de reacci6én tisular 
que ofrece, el polietileno, sigue siendo el 
material de eleccién. Es interesante sefia- 
lar que se encuentran en experimentacion 
técnicas que utilizan injertos de arteria y 
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vena, cuyas posibilidades aun no conoce- 
mos. No es remoto que algunas técnicas 
injertando trompa, puedan llevarse a la 
pratica; no han sido factibles por ahora, 
con éxito. 


CONCLUSIONES 


1. Se hace una revisién de la literatura 
en relacién con las plastias tubarias, sefia- 
lando sus resultados. 

2. Se informa de una serie total de 18 
casos de obstruccion tubaria irreductible 
por procedimientos médicos, en los que se 
utiliz6 tubo de polietileno como cuerpo ex- 
trafio. Los resultados obtenidos fueron: 
4 embarazos a término, con producto vi- 
vo, que representan un 22%. Se obtuvo 
permeabilidad postoperatoria en 16 casos, 
88%. Una paciente present6 una segunda 
gestacion que termin6 en aborto a las 10 
semanas. No se presentaron embarazos 
ectépicos. 

3. Aun cuando esta serie es muy pequena 
para permitir conclusiones, rinde una cifra 
muy similar a las obtenidas en el estudio 
degran numero de intervenciones de este 
tipo. El promedio general de exitos en 
cuanto a embarazos a término, puede es- 
timarse en 20% y en cuanto a productos 
vivos en un 75%. Sigue siendo elevada la 
incidencia de embarazos ectépicos. 


SUMMARY 


A review of the literature on tubo- 
plasties is presented, with mention of the 
technics and materials used for the surgi- 
cal treatment of tubal occlusion unsuccess- 
fully treated by medical procedures. 

The author submits 18 cases, including 
8 of a series reported in 1953. The ob- 
struction was identified as bilateral cornual 
block in 9 patients; single cornual and 
distal block in 6, and bilateral distal block 
in 3. Twelve of the total series had pri- 
mary sterility. 
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Four full-term pregnancies, with living 
babies and 16 patent postoperative tubes, 
were obtained, No ectopic gestations oc- 
curred in the series. One patient, in a 
second pregnancy, miscarried at ten weeks. 

A comment is made about the impor- 
tance of the selection of patients for opera- 
tion and the technics used, as well as the 
final results. 


RESUME 


L’auteur passe en revue la littérature 
concernant les opérations plastiques des 
trompes, et mentionne la technique et les 
matiéres utilisées pour le traitement chi- 
rurgical des occlusions tubaires rebelles 
au traitement médical. 

I] décrit 18 cas, comprenant 8 cas d’une 
série rapportée en 1953. 

Quatre grossesses a terme ont été obte- 
nues (nouveaux-nés vivants). 

Il n’y a eu aucun cas de grossesse ecto- 
pique; un cas d’avortement (seconde gros- 
sesse) a la dixiéme semaine. 

L’auteur insiste sur l’importance de la 
sélection des cas avant l’opération et décrit 
la technique utilisée et ses résultats. 


ZUSAM MENFASSUNG 


Es liegt eine Zusammenfassung der 
Literatur iiber plastische Operationen an 
den Eileitern vor. Die angewandten Tech- 
niken und Materialien bei der chirurgi- 
schen Behandlung von medizinisch ohne 
Erfolg behandelten LEileiterverschliissen 
werden erwahnt. 

Der Verfasser berichtet iiber 18 Fille, 
zu denen eine Reihe von acht schon im 
Jahre 1953 verdéffentlichten gehort. Bei 
neun Patientinnen fand sich eine Obstruk- 
tion beider Uterushérner ; einseitige Blok- 
kierung des uterinen Ostiums und des 
distalen Eileiters kamen in sechs Fallen 
vor, und eine doppelseitige distale Ver- 
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lagerung wurde dreimal beobachtet. Zwolf 
Falle der gesamten Serie wiesen eine 
primare Unfruchtbarkeit auf. 

Es wurden vier voll ausgetragene 
Schwangerschaften mit Entbindungen le- 
bender Kinder und 16 durchgingige Eilei- 
ter nach der Operation erzielt. Ektopische 
Schwangerschaften kamen in dieser Serie 
nicht vor. Eine Patientin beendete eine 
zweite Schwangerschaft mit einer Fehl- 
geburt in der zehnten Woche. 

Es wird darauf hingewiesen, dass fiir 
die Endresultate die Auswahl der Patien- 
tinnen fiir den chirurgischen Eingriff und 
die angewendete Technik von Wichtigkeit 
sind. 


RESUMEN 


En este trabajo se pasa revista a la lite- 
ratura referente a las tuboplastias con 
especial mencién de la técnica y los ma- 
teriales usados para el tratamiento de las 
oclusiones tubaricas tratadas infructuo- 
samente por procedimientos médicos. 

El autor se refiere a 18 casos que in- 
cluyen una serie de 8 presentados en 1.953. 
La obstrucci6n result6 ser: bloqueo cor- 
nual bilateral, 9 veces; cornal simple y 
bloqueo distal, 6; bloqueo distal bilateral, 
3; en doce de la serie total habia este- 
rilidad primitiva. 

Se lograron cuatro embarazos a término 
con ninos vivos y 16 trompas postopera- 
tivamente permeables. No ocurrié ningun 
embarazo ectépico. En una de las opera- 
das se interrumpié un segundo embarazo 
con un aborto a las 10 semanas. 

Se hacen comentarios sobre la impor- 
tancia de la seleccioén de las enfermas para 
la operacién asi como de la técnica usada 
y de los resultados finales. 


SUMARIO 


O A. apresenta uma revisao da litera- 
tura das tuboplastias mencionando a tec- 
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nica eos materiais utilisados para o trata- 
mento seguro da ocluséo tubaria quando 
nao foi resolvida satisfatoriamente pelos 
métodos médicos. 

Analisa seus 18 casos incluindo oito 
casos de uma serie que publicou em 1953. 
Identificou os seguintes tipos de obstru- 
¢ao: proximal, bilateral total em 9 casos; 
completa, bilateral distal em 3 pacientes. 
Doze pacientes da serie total tinham 
esterelidade primitiva. Apresenta 4 casos 
de gravides a termo com fetos vivos e 16 
pacientes com trompas_ p6s-operatorias 
comprovadas. Nao houve incidencia de 
gravides ectopica. Uma doente inter- 
rompeu a gravides na 10 semana depois 
de ter tido uma gestacao inicial 4 termo. 

Tece comentarios sobre a importancia 
da selecao dos pacientes para a operacéo 
e a tecnica usada bem como apresenta os 
resultados finais. 


RIASSUNTO 


Viene fatta una rivista della Letteratura 
sulle plastiche tubariche, sulle tecniche e 
i materiali usati nella cura chirurgica delle 
occlusioni della tuba in cui la terapia 
medica abbia fallito. 

Vengono riferiti 18 casi personali, otto 
dei quali gia se gnalati nel 1953. In 9 
donne si trattava di un blocco bilaterale 
dei corni ulterini, in 6 di blocco unilaterale 
di un corno e dell’estremita distalale della 
tuba, e in 3 di blocco bilaterale distale. 
Dodici di queste donne erano sterili. Si 
ottennero 4 gravidanze a termine, con feto 
vivo—e il 16 casi tube pervie. Non si 
ebbe alcuna gravidanza ectopica. 

Viene discusso il problema della scelta 
delle malate da operare, la tecnica da 
usarsi e i risultati della cura, 
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Extrofia de la Veyjiga Urinaria Complicada 


con Prolapso Rectal 


Presentacion de un Caso 


congénita caracterizada por la ausen- 

cia completa de la pared anterior de 
la vejiga, acompafada de defecto de de- 
sarrollo de la pared abdominal en su por- 
cidn inferior, de manera que el fragmento 
de vejiga (cara anterior de la porcién pos- 
terior) se hace evidente en la regién supra 
pubica, como una masa rojiza, cupuliforme, 
cubierta de mucosa constantemente hume- 
decida por la orina que mana de los ori- 
ficios ureterales perfectamente visibles a 
cada lado de la masa descrita. 

Es debida esta malformacién a una 
interrupcion en el desarrollo de dos siste- 
mas formativos del embrién. Por una 
parte a la interrupcién de la pared ante- 
rior de la alantoides, y en segundo tér- 
mino a un trastorno de la mesodermizacion 
de la pared anterior del embrion.'* 

Tal malformacién puede ser parcial o 
total. Las formas parciales son suscep- 
tibles de reparaciones plasticas. En cam- 
bio las totales, que son las mas frecuentes, 
necesitan metodos mas radicales de im- 
plantacién de los uréteres y extirpacion 
del fragmento vesical.! 

En esta ultima modalidad se encuentra 
por lo general dos tipos: superior e in- 
ferior. En el tipo superior hay integridad 
esfinteriana, en el tipo inferior hay incon- 
tinencia rectal por deficiente control del 
esfinter anal,? y falta de desarrollo de los 
huesos del pubis que permite una separa- 
cién hasta de 8 cm. entre ambos pubis 
atrofiados. La uretra no existe; en la 
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mujer el clitoris se encuentra dividido en 
dos mitades separadas, los labios menores 
y los mayores se reducen a repliegues 
rudimentarios laterales al orificio vaginal. 

Todo esto puede coincidir con 6rganos 
genitales internos normales y caracteres 
secundarios también normales.* 

Causas.—Se han invocado tres teorias 
respecto a este punto: la mecanica, la pato- 
logica y las teorias embrioldégicas.* 

a) Teoria mecdnica: De acuerdo con 
esta teoria, lo primero que sucede en el 
embrion es un proceso de obstruccién me- 
canica de la uretra, seguida de la ruptura 
intra uterina de la vejiga.* 

b) Teoria patolégica: (Keith) La mal- 
formacion esta determinada porque se pro- 
duce una infeccién en la madre y las toxi- 
nas determinan una detencién en el de- 
sarrollo de la porcién caudal del embrioén. 
Cuando vuelve a reanudarse el desarrollo, 
ya ciertas estructuras embrionarias pri- 
mitivas que fueron mantenidas como tales, 
continian su desarrollo y aquellas que 
habian sufrido por el proceso patolégico, 
dejan de hacerlo, dando lugar a la mal- 
formaci6n. 

c) Teorias embrioldgicas: Anomalias 
congénitas, que pueden acompafiarse de 
otras malformaciones tales como espina 
bifida, prolapso rectal o atresia del ano, etc. 

Tratamiento: Se aconsejan tres métodos 
para la reparacién quirtrgica de la extro- 
fia vesical. Su variacioén esta regida por 
el tipo de malformaci6n, 

1) En los casos benignos, donde hay 
integridad del esfinter uretral y buena can- 


374 


VOL. 29, NO. 3 


tidad de vejiga, se puede realizar una 
operacion plastica de la vejiga. 

Desgraciadamente estos casos son los 
mas raros. 

2) En el tipo superior, en que hay 
integridad del esfinter anal, se aconseja 
la implantacién ureteral al Sigmoide y 
reseccioén del fragmento de vejiga. Este 
tipo de lesién es el mas frecuente y por 
esa causa este método resulta ser el mas 
usual, pero debo dejar bien claro, que es 
de primordial importancia la integridad 
del esfinter anal. 

3) En el tipo malformacién total in- 
ferior en que hay incontinencia rectal, por 
deficiencia del esfinter y ausencia de pubis, 
sdlo se aconseja, como medida paliativa, 
la implantaci6n de los uréteres a la piel 
de la pared abdominal, pues una implan- 
tacion al Sigmoide serviria para agravar 
el cuadro de incontinencia rectal. 

Sin embargo, en el caso que voy a pre- 
sentar, el cual pertenecia a este tipo de 
lesiones, pudimos reparar el esfinter anal 
y convertirlo asi en un caso mas benigno 
que termin6 con resultados magnificos des- 


Fig. 1.—Extrofia vesical. El] estilete muestra un 

ureter. Por debajo el orificio vaginal, debajo del 

cual aparece la pared posterior de la vagina, y 
mas abajo el prolapso rectal. 
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Fig. 2.—A, diatasis total del pubis. Separacién de 

9 cm. B, pielograma descendente. Puede apre- 

ciarse del lado derecho 2 pelvis renales que estan 
dilatadas, lo mismo que la del lado izquierdo. 


pués de implantacién de los uréteres al 
Sigmoide. 

Reporte Del Caso: M. H. de 20 afios, 
sexo femenino, raza blanca, vecina de car- 
tago, sin antecedentes familiares de impor- 
tancia. No parece existir ninguna mal- 
formacion en sus parientes consanguineos. 
Presenta una extrofia vesical completa 
(tipo, total inferior) complicada con pro- 
lapso rectal completo por ausencia de esfin- 
ter y de hueso pubiano. Todas sus mal- 
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formaciones se presentan sumamente 
pronunciadas, tanto por su edad, como por 
una intervencién plastica que le practica- 
ron cuando nifia y que desde luego fracas0. 

A continuacion pazo a describir detalla- 
damente las deformidades. 

1) La Vejiga: La vejiga estaba redu- 
cida a un munon cupuliforme situado entre 
el pubis y el ombligo en el que se veia 
la mucosa vesical en la regién del trigono 
con los orificios ureterales que periddica- 
mente dejaban salir finos chorros de orina 
que se proyectaban a varios centimetros 
de distancia. 

2) Organos Genitales: Debajo habia 
una banda transversal suave, debida a la 
ausencia completa del pubis e inmediata- 
mente debajo, un orificio estrecho que de- 
jaba pasar el debo mefique y que con- 
ducia a la vagina, en el fondo de la cual 
se tocaba el cuello uterino atrofico. A 
cada lado de este orificio vaginal aparecen 
los repliegues correspondientes a los tubér- 
culos genitales (clitoris dividido en dos 
mitades, labio menor y mayor de cada 
lado). 

3) Periné: Debajo del orificio vaginal 
aparece una prominencia rojiza y con 
grandes zonas de esfacelo, himeda y facil- 
mente sangrante, que al principio inter- 
pretamos como la pared anterior del recto 
que se encontraba prolapsado como una 
nueva prominencia mucosa debajo de la 
anteriormente descrita y que no era mas 
que la pared posterior de la vagina, enor- 
mente dilatada, que por la ausencia de la 
pared perineal se prolapsaba entre el ori- 
ficio vaginal y el enorme prolapso del recto. 

4) Ano: Por la ausencia del pubis, el 
miusculo esfintereano y los elevadores no 
cerraban el circulo alrededor del ano, pro- 
duciéndose la incontinencia fecal y un pro- 
lapso rectal considerable, En resumen, las 
malformaciones externas eran: 1) extro- 
fia vesical, 2) tubérculos genitales dividi- 
dos, 3) prolapso de la pared posterior de 
la vagina, 4) prolapso total del recto. 
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Fig. 3.—A, post operatorio inmediato. La espa- 
tula muestra el orificio vaginal. Apréciese la dis- 
tancia que media entre él y el ano donde se en- 
cuentra una sonda rectal. 8B, El orificio anal 
después de la reparacién del periné. 


La radiografia de la pelvis mostré una 
diastasis total del pubis por atrofia de las 
ramas isquioptbica e ilioptbica, (separa- 
cién del pubis de 9 cm., la mayor separa- 
reportada es de 8 cm.) (Urrejola). 

Operaciones Planteadas——La conducta 
quirigica en este caso estaba supeditada 
al resultado que pudiéramos obtener en 
cuanto a la incontinencia rectal, pues de 
persistir ésta, estaria contraindicada la 
implantacién de los uréteres al Sigmoide 
y nos quedaria el miserable recurso de una 
implantacié6n al exterior que esté muy 
lejos de resolver el problema. 
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Fig. 4.—A, estado actual. Noétense los rudimentos 

de los 6rganos genitales. El orificio vaginal esta 

situado entre ambos hemiclitois. B, estado actual: 

Cicatriz del ano transverso. Cicatriz de la repara- 

cién abdominal, y del Muslo derecho, de donde 

se tomé Facia Lata. El orificio vaginal hacia 
adelante, a nivel del pubis. 


Por tal razon procedimos de la siguiente 
manera: 1) El primer tiempo operatorio 
fue una colostomia transversa para poner 
en reposo el segmento inferior del intes- 
tino y llevar a cabo las reconstrucciones. 

Se procedi6é a hacer la colostomia trans- 
versa temporal el 1°. de noviembre de 
1955, la cual funcioné a entera satisfac- 
cién, procediéndose entonces a realizar una 
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buena limpieza del cabo inferior del colon 
con irrigaciones anterégradas y retré- 
gradas. 

2) Trece dias después se procedié a 
realizar la operacién clave, la que tenia 
que regir la conducta que deberiamos se- 
guir en el futuro, cual fue, la reparacién 
del esfinter anal con lo cual se repuso el 
prolapso rectal y se construy6 un esfinter 
continente y suficiente. 

La técnica que empleamos fue la si- 
guiente: (6) Tecnica de Hart.—Se hi- 
cieron incisiones laterales al orificio anal 
y se buscaron con cuidadosa diseccién las 
fibras del esfinter cuyo extremo anterior 
habia quedado perdido en el tejido celular 
de cada lado en virtud de la ausencia del 
pubis. Se fabricé un tunel entre el recto 
y la vagina, conectando las dos incisiones. 
Se hizo enténces una nueva incisién por 
delante del orificio anal y se procedié a 
disecar la pared anterior del recto, bus- 
cando al mismo tiempo los miusculos 
Elevadores, los que se suturaron en la 
linea media, por delante del recto. Hecho 
esto, se buscaron los cabos del Esfinter 
que se hicieron pasar también por delante, 
sobre los Elevadores ya suturados. Como 
estos cabos eran cortos, y para dar mayor 
consistencia al anillo muscular que se esta 
fabricando, se agrega de cada lado una 
cinta de Facia Lata que se hace pasar en 
forma de 8, por delante del ano, y cuyos 
cabos posteriores se suturan a los frag- 
mentos del Esfinter. 


Se cerraron las incisiones, En este 
tiempo operatorio, tratamos de reducir el 
prolapso de la pared posterior de la vagina 
por delante de las suturas antes men- 
cionadas. 

3) Dos meses después, seguros del buen 
funcionamiento del esfinter, procedimos el 
10 de enero de 1956 a implantar los uré- 
teres al Sigmoide por la técnica de Coffey. 
Debo hacer menci6én, que se encontraron 
del lado izquierdo dos uréteres, de tal ma- 
nera que hicimos tres implantaciones por 
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tres aberturas distintas. Hubo un fun- 
cionamiento perfecto después de la implan- 
tacién, tanto del esfinter como de los uré- 
teres. 


4) Un mes después se realizé6 el cuarto 
tiempo operatorio extirpando le vejiga 
urinaria extrofiada y completando la repa- 
racion perineal con el objeto de acercar 
en la linea media los fragmentos genitales 
alrededor del orificio de la vagina cuya 
pared posterior permanecia atin parcial- 
mente expuesta. 

Hubo algunos puntos que se esfacelaron 
y se establecieron fistulas perineales pro- 
cedentes de los tejidos de la pared poste- 
rior de la vagina que habiéndo pasado 
tanto tiempo expuestos se habian infec- 
tado. Sinembargo se cerraron expon- 
taneamente las fistulas y no tardé6 el tejido 
de granulacién en completar la cicatriz. 
Sin lugar a duda, nos favorecié mucho el 
buen funcionamiento del esfinter anal. 

5) El ultimo tiempo, el cierre de la 
colostomia se llevé a cabo el 11 de mayo, 
es decir, tres meses después, con lo cual 
quedaba terminada la larga serie de inter- 
venciones que nos llevaron a un resultado 
sumamente satisfactorio. 


Hubo necesidad de hacer dos tiempos 
mas, debido al establecimiento de una pe- 
quefia fistula perineal que al fin cicatrizé 
bien. 

Con un trabajo perfectamente fisiolégico 
del esfinter anal y una cicatriz perfecta 
de todas las intervenciones, se le dié la 
salida el 17 de julio 1956. 

Actualmente se encuentra en perfectas 
condiciones de salud; esta sirviendo en 
una casa donde hace toda clase de oficios 
domésticos. 

Se le hizo un pileograma de control y 
se encontré una dilatacién de ambas pel- 
vis renales, semejante a la encontrada pre- 
viamente a la intervencién, lo que indica 
un magnifico funcionamiento de las im- 
plantaciones ureterales y la ausencia hasta 
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este momento, de infeccién ascendente en 
los uréteres, 

La enferma me solicté recientemente 
autorizacién para contraer matrimonio, 
cosa que he desaconsejado, por cuanto un 
embarazo podria traerle fatales consecuen- 
cias, a mas de que el orificio de la vagina 
se encuentra anormalmente situado, en el 
punto que corresponde a la sinfisis pu- 
biana, por lo tanto, no se abre en el periné, 
sino en la pared anterior del abdémen. 
Su implantacién al periné, conforme ella 
lo desea, no lo considero indicado, por los 
riesgos que acarrea una intervencién plas- 
tica tan delicada, en tejidos de cicatriz, 
que han presentado tanta dificultad en 
cicatrizar completamente. 


RESUMEN 


1. Se reporta un caso de extrofia vesical 
complicado con prolapso rectal e incon- 
tinencia rectal. 

2. Se hace revisién de las diferentes 
modalidades que puede presentar esta 
malformacién. Desde este punto de vista 
el caso pertenece a la modalidad mas se- 
vera, acompanada de ausencia de Pubis 
(separacién de 9 centimétros) ausencia de 
esfinter anal, ausencia de tegumentos del 
periné, con exposicién de la pared de la 
vagina y desembocadura anormal del ori- 
ficio vaginal. 

3. Se revisan los tratamientos quirtr- 
gicos aconsejados en cada una de las dife- 
rentes modalidades y se deseribe la técnica 
seguida en este caso: a) colostomia trans- 
versa. b) reconstrucci6én del esfinter anal. 
c) implantacion de los uréteres (tres uré- 
teres) al sigmoide. d) extirpacién del 
fragmento de vejiga y reparaci6n perineal. 
e) cierre de la colostomia. 

4, El resultado final fue bueno, se man- 
tiene en buenas condiciones, trabaja como 
sirvienta haciendo toda clase de oficios 
domésticos y solicit6 permiso para con- 
traer matrimonio, el que se le desaconsejo. 
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Indications for Surgical Intervention 


pute; his outstanding accomplish- 

ments combine the advances from 
many sciences and skills. For example, 
basic research, modern engineering and 
the ingenuity and patience of dedicated 
men have made modern cardiac surgery 
possible. Hypothermia, heart-lung ma- 
chines and anesthetist-surgeon teamwork 
have “‘normalized” congenital cardiac crip- 
ples. Also, while the surgical treatment of 
carcinoma has approached the limits of 
cure and salvage, the regular application 
of established principles in that field saves 
many lives, Surgical successes have so 
stimulated the public imagination that 
many believe that the right operation is 
all they need to cure their ills. Not only 
is it easy to persuade a patient to undergo 
an operation, it is often hard to discourage 
him from insisting on one! This places a 
moral obligation on the surgeon. 

Surgery is a calling, not a craft. Al- 
though a surgeon’s craftsmanship must be 
high, his indications for applying surgical 
treatment must be above reproach. Be- 
fore making the ultimate decision to oper- 
ate, he should ask himself, “Is this opera- 
tion necessary?” and answer it. Also it 
may be reasonable to have in view, for the 
physician-anesthetist to see on the chart, a 
statement that this operation is necessary 
at this time, for reasons given; the anes- 
thesiologist’s responsibility toward the pa- 
tient is also that of a physician. For 
example, among other things it is his duty 
to know before the operation whether the 
patient has had recent steroid therapy; 


T ve surgeon today stands in high re- 
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and if he shares in medical responsibility 
it may be worthwhile for him to know that 
his skill contributes to human welfare by 
being applied to necessary procedures. 
Every operation is a physiologic insult. 
A post-traumatic response is always elic- 
ited. In most cases it is an experience 
easily borne by the patient and valuable to 
him. Any ambulant patient with a hernia 
or gallstones takes a small risk to have 
his trouble corrected. But the surgeon’s 
skill gives his practice great momentum; 
there are times when he finds it too easy 
to go beyond the limits of really desirable 
intervention. Also, he may assume, when 
his opinion is sought, that it constitutes 
a mandate to perform a surgical opera- 
tion. The experienced surgeon knows 
more than how to operate; he knows, too, 
how much to operate. He also knows when 
to operate and when not to operate. The 
decision not to operate is a matter of judg- 
ment of time, place and the persons in- 
volved. A major operation should not be 
done on a patient whose homeostasis 
depends on physiologic mechanisms al- 
ready stretched to the limit. Surgical 
intervention is to be avoided with the pa- 
tient who has advanced damage of the 
liver. In such a case, a laparotomy-biopsy, 
in preference to a needle biopsy of the 
liver is not a minor procedure. Additional 
operations following prolonged survival 
after cystectomy with ureterocolic anasto- 
mosis mean that the surgeon fails to take 
into account the fact that the patient is 
constantly skirting acidosis from reabsorp- 
tion of urine from the bowel. A _ physi- 
ologically damaged patient should rarely 
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be subjected to an elective procedure, no 
matter what the skill of the surgeon may 
be; after all, the risk is to the patient. 

It takes firm courage and nimble skill 
to advance the art of surgery. The 
famous Lister heard his teacher state, 
“The abdomen, the brain and the chest 
will forever be closed to the surgeon.” 
Cases of “inoperable” abdominal car- 
cinoma were frequently once given only 
supportive care: then Brunschwig demon- 
strated that, with massive excision, 50 per 
cent showed curability. Control of shock 
and prolonged postoperative support of 
nutrition made this possible. 

Where the surgeon draws the line to 
prolong life and relieve pain is a matter 
of conscience. The decision to operate or 
not to operate expresses the character and 
motives of the surgeon. He may be some- 
times ashamed before his colleagues to do 
a two-stage operation because advanced 
skills have made single stage standard for 
many difficult procedures. Yet the risk to 
the patient is more important than his 
local reputation for surgical skill. He may 
too long hesitate to reoperate fur a post- 
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operative complication because it suggests 
to the patient and hospital personnel that 
something may have “gone wrong.” 
Strength of character is needed to do the 
right thing even when it may seem to hurt 
oneself to do it. 


An undesirable indication for surgical 
intervention is the surgeon’s belief that if 
he doesn’t do the operation the patient will 
go elsewhere and have it done; each sur- 
geon must be certain his own actions are 
correct. It is the responsibility of a sur- 
geon anywhere to keep his performance on 
a high moral level rather than level it down 
to someone else’s level. It is shortsighted 
to keep oneself employed now and have no 
regard for the future. The art of surgery 
involves not only the brains and hands of 
the surgeon but his courage and morality. 
With his skill and experience he may dare 
to do for others what under similar cir- 
cumstances he would like to have done for 
himself. 


—SIDNEY VERNON, M.D., 
F.A.CS., F.I.C.S. 
Willimantic, Connecticut 


John Hunter’s philosophy was that of the natural sciences, the new experimental 
school and the “philosophical table.” He began with that larger curiosity which 
Professor Whitehead has described in his Adventures of Ideas as the craving of 
reason that the facts be understood, and he passed on, as his knowledge grew, to 
make generalizations about the structure and function of man and animals in true 


Aristotelian fashion. 


—S. Roodhouse Gloyne 
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BOOKS RECEIVED 


The following books have been re- 
ceived by the Editor; they will be re- 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however, is not to be taken as criti- 
cism of the merit of the book. 


Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 


Proceedings of the Third National Cancer 
Conference, Detroit, Michigan, June 4-6, 
1956. Sponsored by the American Cancer 
Society, Inc., and National Cancer Institute, 
U. S. Public Health Service. Philadelphia: 
The J. B. Lippincott Company, 1957. Pp. 961. 


Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 


Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 


Spinal Cord Compression. By I. M. Tarlov. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1957. Pp. 147, with 41 illustrations. 


Lithiase de la Voie Biliaire Principale 
(Lithiasis of the Common Bile Duct). By 
Pablo-L. Mirizzi. Paris; Masson et Cie, 1957. 
Pp. 162, with 79 illustrations. 


Surgery of the Anal Canal and Rectum. By 
E. S. R. Hughes. Edinburgh and London: E. 
& S. Livingstone Ltd., 1957. Pp. 304, with 
276 illustrations. 


Pre-Employment Disability Evaluation. By 
William A. Kellog. Springfield, Ill.: Charles 
C Thomas, Publisher, 1957. 


The Gynecologic Management of Urologic 
Injuries. By Henry G. Falk. Philadelphia: 
F. A. David Company, Publishers, 1957. Pp. 
265, with 97 illustrations. 


Perinatal Loss in Modern Obstetrics. By 
Robert E. L. Nesbitt Jr. Philadelphia: F. A. 
Davis Company, Publishers, 1957. Pp. 432, 
with 108 illustrations. 


The Reticular Formation of the Brain 
Stem. By Alf Brodal. Springfield, IIL: 
Charles C Thomas, Publisher, 1957. Pp. 87, 
with 18 illustrations. 


Anatomies of Pain. By K. D. Keele. Spring- 
field, Ill.: Charles C Thomas, Publisher, 1957. 
Pp. 206, with 27 illustrations. 


Tumor Surgery of the Head and Neck. By 
Robert S. Pollack. Philadelphia: Lea and 
Febiger, 1957. Pp. 101, with 49 illustrations. 


Tumors of the Soft Somatic Tissues. By 
George T. Pack and Irving M. Ariel. New 
York: Paul B. Hoeber, Inc., 1958. Pp. 820, 
with 652 illustrations. 


The Activity of Prothrombin and Procon- 
vertin in Plasma in Diseases of the Biliary 
Tract: A Clinical Study. By Bo Sjostrom. 27 
illustrations. 


Chronic Ulcerative Colitis. By Harry E. 
Bacon. Philadelphia: The J. B. Lippincott 
Company, 1958. Pp. 395. Illustrated. 


BOOKS REVIEWED 


Surgery of Head and Neck Tumors. By 
Hayes Martin. New York: Paul B. Hoeber, 
Inc., 1957. Pp. 430, with 599 illustrations. 


Dr. Martin’s book Surgery of Head and 
Neck Tumors consists of two major sections. 
The first concerns itself with basic principles, 
and the second contains an atlas of operative 
procedures. The basic principles of surgical 
treatment of the head and neck are pre- 
sented in detail in the first seven chapters. 
A brief history of the development of this 
type of surgery is given. Preoperative prepa- 
ration, technical operative considerations, 
evaluation of the operative risk, postopera- 
tive care, complications and their manage- 
ment, long-term cosmetic problems and the 
care of functional disabilities are also dis- 
cussed. The book is well written, with a 
wealth of detailed clinical material. The pen 
line illustrations are simple, detailed and 
profusely distributed through the chapters. 
An adequate bibliography is included. 

The second section of the book is comprised 
of an atlas of operative procedures. This, too, 
is profusely illustrated, showing step-by-step 
details of most operative procedures for tu- 
mors of the head and neck. Each drawing is 
briefly described in text immediately adja- 
cent to it, which makes it relatively simple 
to follow despite the limited labeling and leg- 
ends of many of the drawings. 

This work covers the material thoroughly 
and in much detail, although it may not satisfy 
those familiar with the rapid advances in 
technic. Three appendices are added, giving 
instrument lists for operations on the head 
and neck, a report form for such procedures 
and brief mention of the use of photography 
in recording them. More material from Dr. 
Martin’s vast experience as to incidence, choice 
of operation and prognosis would be desirable, 
but apparently the author considered this be- 
yond the scope of the book. 

Some readers may be left with the unfavor- 
able impression that surgical treatment of the 
head and neck can be handled by a general 
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surgeon who has some familiarity with tumor 
tissue. Tumors really represent a disturbance 
of an organ system. Their treatment, there- 
fore, is more rationally accomplished when 
a basic understanding and appreciation of 
the special problems of the system is con- 
sidered. To do otherwise reflects a fading 
trend of the American medical scene. 
: FRANCIS L. LEDERER, M.D. 


Bases, Principes et Procédés Techniques 
de la Chirurgie (Fundamental Principles 


_and Technical Procedures in Surgery). By 


Paul Orsoni. Paris: Masson et Cie, 1957. Pp. 
276, with 166 illustrations. 


The publishers state that this is the first 
book devoted to the general subject of surgi- 
cal technic in spite of the many excellent 
works on surgery available. It is complete 
and precise, goes into detail about the most 
elementary maneuvers, and includes preopera- 
tive planning, incision, dissection, ligature, 


suture, closure of wound, etc. The preface 


by Professor P. Mocquot lauds this analytic 
and detailed treatise: “The young surgeon 
and perhaps the not so young will find in the 


“wise counsel of this skillful and experienced 


surgeon the proper precautions for avoiding 
vexing situations and unfortunate mishaps.” 
The author eloquently states that “skill is 
perhaps a gift of God, but one can acquire 
adroitness.” In order to become proficient one 
must familiarize oneself with all mechanical 
maneuvers. One must foresee the need of uti- 
lizing them under varying circumstances and 
must practice sufficiently often so that all 
movements become dexterous and automatic. 
Of the six chapters that comprise the book, 
the first deals with the stance of the surgeon, 
the position of the patient on the operating 
table and the handling of instruments; move- 
ments and positions of the hands in manipu- 
lating the scalpel, straight and curved hemo- 
stats, thumb forceps, scissors, etc. Clear illus- 
trations demonstrate the manual maneuvers 
of the surgical instruments commonly used. 
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The second chapter is devoted to ligatures. 
Each movement of the hands in tying knots is 
described and depicted in step-by-step draw- 
ings. The types of sutures employed are 
enumerated, including their calibration and 
tensility. The author recommends catgut for 
septic surfaces and the vagina, braided nylon 
for repair of abdominal and thoracic walls; 
linen for hemostasis of blood vessels and ped- 
icles, cotton for tying small blood vessels (es- 
pecially subcutaneous) and nylon for repair of 
tubes (digestive tract, blood vessels, trachea, 
bronchus, etc.). In his opinion steel sutures 
are superior for the repair of tendons. 

The third chapter is devoted to section of 
tissues. Simple, multiple and curved planes 
are discussed. Section of soft tissue and bony 
structure is explained. Various deep-cutting 
instruments, bistoury and _ scissors, are 
sketched and their function explained. The 
author states that section of a tube is made 
with a scalpel and the incision continued with 
scissors of a shape best adapted to the con- 
tour of the tube. Section with the electric 
bistoury (cutting current) often employed in 
transurethral resection of the prostate, ex- 
cision of malignant growths and incision of 
solid organs, liver, etc., is described. 

Chapter 4 deals with hemostasis. General 
considerations include basic principles, such 
as clamping of veins and spurting arteries and 
electrocoagulation of smaller bleeders. The 
author warns against undue sponging, which 
prevents normal coagulation of the blood. Men- 
tion is made of Ambrose Paré, who, in 1552, 
first effected hemostasis by ligating the ar- 
teries of the leg in performing amputation, 
and of the hemostat of Péan after the appear- 
ance of which many other instruments were 
devised. Hemostats are discussed, as are lig- 
ature carriers and the technic of their use. 
Hemostasis of deeply situated pedicles, verti- 
cal and horizontal, is described as is the tech- 
nic for temporary and permanent occlusion 
of the larger vessels. Hemostasis of internal 
organs, digestive tract, liver, spleen, kidney, 
uterus, etc., is described. The control of hem- 
orrhage due to oozing is explained. 

Chapter 5 deals with dissection (separation 
and section of tissues). Dissection by scalpel, 


scissors, dissectors, retractors, manual manip- 
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ulation and tamponade are discussed. The 
author lists these general principles: (1) 
proceed along relatively easy zones of cleav- 
age; (2) facilitate dissection of adhering or- 
gans by freeing and ligating the pedicle; (3) 
possess precise knowledge of the exact ana- 
tomic position of the operative field; (4) 
maintain constant careful hemostasis, and (5) 
avoid unnecessary trauma. Isolation and lig- 
ature of superficial and deeply placed pedicles 
and large vessels are described in detail. 

Chapter 6, the longest chapter, is devoted 
to the repair of wounds. According to the au- 
thor, the surgeon does not actually repair; he 
simply approximates tissues. A cicatrix of 
good quality is rapidly developed by the physi- 
ologic process of healing, which, in turn, is 
enhanced by skillful approximation of tissues. 
Considerable space is devoted to closure of 
wounds, The numerous types of needles are 
described, including those with a handle: 
Reverdin’s, Doyen’s, Emmet’s, Millin’s, etc., 
and the unmounted needles commonly used in 
the United States. Manipulation in handling 
the curved and the straight needle is ex- 
plained. The technic necessary for employ- 
ing the Reverdin needle is presented as well 
as the advantages and disadvantages of 
its use. 

There is an excellent section on the closure 
of various tissues, skin, aponeurosis, muscle, 
peritoneum, etc. 

Dr. Orsoni closes with the following excel- 
lent admonitions: 1. Never go further if that 
which has been done has not been done with 
all possible perfection. 2. It is absolutely 
necessary to have full vision, at all times, of 
what one is doing. 3. Never seek speed! It 
can be acquired only by harmonious coordina- 
tion of all movements. 

CHARLES PIERRE MATHE, M.D. 


Brain Tumors. By K. J. Ziilch. New York: 
Springer Verlag, 1957. American edition 
based on the second German edition. Pp. 308, 
with 84 illustrations. 


This book is based upon an analysis of 
4,000 brain tumors examined and classified 
by the author. In a foreword Percival Bailey 
describes it as a “treatise correlating their 
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(brain tumors’) biological behavior with their 
pathology.” 

The author classifies brain tumors into four 
families: (a) neuroepithelial (neuroectoder- 
mal); (b) mesodermal; (c) ectodermal and 
(d) congenital and embryonic. The neuroepi- 
thelial tumors are further divided into: (1) 
medulloblastomas, (2) gliomas, (3) paragli- 
omas and (4) gangliocytomas. He includes 
retionblastomas, pineoblastomas and sym- 
pathoblastomas with the medulloblastomas. 

After discussion of the origin of brain tu- 
mors, a chapter is devoted to general statisti- 
cal and biologic data. Then the gross and 
microscopic appearance is described. Sepa- 
rate chapters are devoted to the relations of 
tumor and brain and the prognosis of brain 
tumors, and then the various types of tumors 
are taken up separately in detail, the most 
space being devoted to the gliomas. There 
is a short concluding section on methods of 
pathologic study, and the comprehensive 
bibliography requires 42 pages. 

This book is addressed to the neurologist 
and the neurosurgeon. It is comprehensive 
but concise and cannot be too highly recom- 
mended. In the reviewer’s opinion it should 
be required reading for every neurosurgical 


resident. 
HAROLD C. Voris, M.D. 


Management of Complications in Eye Sur- 
gery. Edited by R. M. Fasanella. Philadel- 
phia and London: The W. B. Saunders Com- 
pany, 1957. 


The author hopes that books of this kind 
may lead to improved understanding of the 
principles of surgery, so that “one day we 
need speak no longer of management of com- 
plications of eye surgery, but only of avoid- 
ance of pitfalls.” The treatise is written by 
twenty outstanding leaders of ophthalmic sur- 
gery and provides excellent information to 
help with difficult operative problems. 

The principles set forth apply to all sur- 
gical specialties. The chapters on psychiatric 
aspects, on medical evaluation and on anes- 
thetic complications will be useful to many 
general surgeons. Ophthalmologists can read 
with special benefit the following chapters: 
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Delayed Restoration of the Anterior Chamber; 
Complications of Cataract Surgery, and Re- 
operations Following Glaucoma Operations. 
The 422 pages provide comprehensive in- 
formation never before published in a single 
volume. The book is not a text for the begin- 
ner but a bedside and desk reference, to be 
studied before operation and, alas, afterwards 
as well, should unfortunate difficulties arise 
despite meticulous technic, study and care. 
PAUL C. CRAIG, M.D. 


Die Geburtshilflichen Operationen, Ihre 
Ausfiihrung und Anwendungen: ein Lehr- 
buch fiir Studenten und Gebrauchsbuch fiir 
Arzte (Obstetric Operations; Their Indica- 
tions and Technic: A Textbook for Students 
and Physicians). By Heinrich Martius. Stutt- 
gart: Georg Thieme Verlag, 1957. 8th ed. 


Martius, who is the most prolific and most 
popular author of German books on obstetrics 
and gynecology, has written the eighth edition 
of his book on obstetric operations. The table 
of contents is the same as that of previous 
editions. The present edition contains 9 pages 
and 15 illustrations fewer than did the last 
edition. Several obsolete operations have been 
omitted, such as the use of rubber bags to 
dilate the cervix, and the amount of space 
devoted to unimportant subjects has been 
reduced. 

The eighth edition will probably be even 
more popular in German-speaking countries 
than were the previous ones. The price of the 
book is moderate as compared with American 
books; in fact, it is one dollar less than that 
of the 1953 edition. The author is to be con- 


gratulated. 
J. P. GREENHILL, M.D. 


Portal Hypertension: Diagnosis and Sur- 
gical Treatment. By Carl-Axel Ekmon. Trans- 
lated by Mr. L. James Brown. Stockholm: 
University of Lund, 1957. Pp. 143, with 30 
illustrations. 


This excellent treatise is divided into three 


parts. After describing the historical and 
physiologic background, Part 1 deals with 
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the determination of portal venous pressure 
with and without lienoportal venographic pro- 
cedures. Part 2 discusses the syndrome of 
portal hypertension and the differences be- 
tween symptoms and degrees of hypertension. 
In Part 3 the surgical management of this 
syndrome is found, including methods, tech- 
nic, surgical results, follow-up studies, effects 
of operation and results. Patients with portal 
obstruction often show a typical picture— 
snlenomegaly and gastroesophageal hemor- 
rhage, with or without ascites and symptoms 
of hepatic damage. Portal hypertension was 
thus divided into two clinical groups: (a) in- 
trahepatic, in which the obstruction is in the 
portal bed and usually due to cirrhosis, and 
(b) extrahepatic, in which the obstruction is 
situated in the portal trunk or the splenic 
vein, usually owing to thrombosis. 

The author’s material consists of all pa- 
tients operated upon in the Department of 
Surgery at the University Hospital of Lund, 
Stockholm, from 1950 to 1956. Prognosis was 
dependent primarily on esophageal hemor- 
rhage and the degree of injury to the liver. 
The author’s conclusions suggest that the 
risk of hemorrhage cannot be judged by the 
increase in portal pressure or the size of 
esophageal varices and that the degree of sple- 
nomegaly is not correlated with the degree of 
portal hypertension. 

Surgical treatment is outlined as follows: 
I. Measures directed to the source of bleed- 

ing in the esophagus or stomach and not in- 

fluencing portal hypertension. 

A. Direct approach. 

1. Temporary compression—balloon tam- 
ponage. 

2. Injection of sclerosing solution via 
esophagoscope. 

3. Multiple ligature of the veins of esoph- 
agus. 

4. Resection of the lower part of the 
esophagus and the upper part of the 
stomach. 

B. Division of vessels supplying varices by 

1. Ligature of the hepatic artery. 

2. Ligation of gastric coronary and 
short gastric veins, with or without 
splenectomy, 
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C. Packing of the upper thoracic portion of 
the mediastinum with gauze to promote the 
development of a periesophageal venous 
plexus, with improved drainage of submu- 
cosal varices. 

II. Measures to diminish portal hypertension. 


A. Decrease of the blood supply to portal 
system. 
1. Splenectomy. 
2. Ligature of the hepatic artery. 
B. Decrease of resistance to the portal out- 
flow due to arterial supply. 
1. Ligature of the hepatic artery. 
C. Increase of portal drainage through the 
liver via ligation of the hepatic artery and 
portal-arterial anastomosis. 
D. Increase of the extrahepatic connec- 
tions between the portal and caval systems. 
1. Omentopexy (Talma-Morrison). 
2. Direct venovenous anastomsis be- 
tween the portal and caval systems. 


a. Portocaval anastomosis. 
b. Splenorenal anastomosis. 


c. Anastomosis of portal tributary 
and caval or left renal vein. 
This book is highly recommended to sur- 
geons, residents, interns and physicians in- 
terested in becoming familiar with the latest 
surgical-historical-pathologic treatise on the 
causes and therapy of portal hypertension. 


JEROME J. MOSES, M.D. 


Nouvelle Pratique Chirurgicale Illustrée 
(New Surgical Technics Illustrated). Edited 
by Jean Quénu. Paris: G. Doin et Cie, 1957. 
Vol. 10. Pp. 296, with 252 illustrations. 

This treatise on surgical technics is the 
tenth volume of a series by various French 
surgeons and contains seven chapters on opera- 
tive procedures. There is an index of the 
contents of the previous nine volumes, listed 
in anatomic order, at the end of the book. 

The first chapter, by Jean-Louis Lefévre, 
contains the case history of a patient with 
extensive burns of the abdomen and thigh 
treated with Thiersch grafts. Preparing the 
eperative field, obtaining the necessary thin 
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flaps of skin, and carrying out the trans- 
plant are described, with technical details. 
There are 11 illustrations by P. Rivallain. 
The second chapter, by Jean Faurel, per- 
tains to grafts of the superficial femoral artery 
for the treatment of arteritis. A study of 
750 cases of arteritis of the lower extremities 
revealed that in a great number (250) the 
condition was localized in the superficial 
femoral artery. Until 1950, operative inter- 
vention for the relief of ischemia of the tissues 
below the point of arterial obstruction con- 
sisted of establishing collateral circulation; 
sympathectomy (Lériche); the formation of 


arteriovenous fistula in the triangle of Scarpa, - 


and adrenalectomy. In 1950, Jacques Oudot, 
carrying out Lériche’s prophecy (that a throm- 
bosed vessel would some day be replaced by 
a healthy graft) successfully replaced a throm- 
bosed aorta with a graft. Faurel applied 
this principle to 131 patients, in 59 of whom 
postoperative thrombosis developed. Indica- 
tions and contraindications for operation and 
for preoperative and postoperative care, in- 
cluding anticoagulant therapy, are discussed. 
The operation itself is described and each step 
minutely recorded in 85 illustrations by F. de 
Perrois. 

The third chapter, by Georges Thomeret, 
deals with left lower pulmonary lobectomy as 
performed on a 56-year-old man with chronic 
suppurative bronchial pneumonia secondary to 
the presence of a foreign body (the copper 
pipe of a child’s toy trumpet, which the pa- 
tient had no recollection of having swallowed. 
It was revealed in a lateral roentgenogram but 
had not been visualized in the anteroposterior 
film). Each step of the lobectomy is demon- 
strated in 26 clear illustrations, by S. Dupret, 
and accompanied by captions carefully ex- 
plaining the technic. 

The fourth chapter, by Jean Perrotin, is 
devoted to gastrectomy for gastric ulcer 
(Péan’s operation). It is interesting to note 
that Péan, in 1889, was the first to perform 
an end-to-end anastomosis of the stomach and 
duodenum to re-establish continuity of the 
digestive tract after pylorectomy, thus preced- 
ing Billroth by two years! The technic is 
that generally employed for ulcer, and in the 
past ten years it has become very popular. It 
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is particularly adapted to the long, mobile 
ptosed and elongated stomach, and it is es- 
sential that the duodenum be healthy, mobile 
and well vascularized. The author points out 
the unfavorable postoperative sequelae of sub- 
total gastrectomy, which during the ten years 
has been slowly replaced by partial resection, 
in which only two-thirds of the stomach is 
removed. Indications and contraindications 
are described in detail and preoperative and 
postoperative care outlined. The ten steps of 
the operation are extremely well shown in 
the 42 illustrations by P. Rivallain. 

The fifth chapter, by Jean Quénu, is entitled 
Operative Correction of Total Prolapse Fol- 
lowing Maydl’s Type of Artificial Iliac Anus. 
The author presents the subject in his usual 
simple, scholarly manner. He points out that 
prolapse of all types of artificial ani is fre- 
quent. The technic described is based on that 
used on a patient in whom prolapse of the anus 
developed twenty-six years after left iliac 
colostomy had been performed for intractable 
inflammatory proliferating stenosis of the rec- 
tum. Strangulation of an enormous left in- 
guinal hernia had also developed (corrected 
by kelotomy), followed by bronchial complica- 
tions and suppuration of the scrotum. He 
returned to the hospital eight months later 
for surgical correction of the prolapsed artifi- 
cial anus. This type of prolapse, the author 
points out, can become irreducible and is sub- 
ject to strangulation, ulceration and/or per- 
foration; it is therefore essential to correct 
it. The steps of the operation are graphically 
delineated in 23 illustrations by R. de Bois- 
gontier. The second schematic illustration is 
based on those which appeared in Géraud’s 
Thesis (Paris, 1902). The author states that 
this particular type of prolapse develops only 
after the Maydl type of operation, in which 
the anus is formed by making a longitudinal 
incision in the intestinal wall. 

The sixth chapter, by Jean and Robert Judet, 
deals with resection and prosthetic reconstruc- 
tion of the hip. The author points out that 
this procedure has been used for the past ten 
years and now can be evaluated. The object 
of the operation is to replace the diseased head 
of the femur prosthetically, with or without 
previous reconstruction of the acetabulum. The 


authors employ this operation for senile 
coxitis, stabilized chronic progressive arthri- 
tis, dislocation of the hip, etc. They checked 
the histories of their 1,130 operative cases 
from 1946 to 1955. The operative mortality 
in 908 cases was 1.2 per cent. The general 
results were: 30.6 per cent excellent; 36.9 per 
cent good; 17.1 per cent fair, and 15.4 per cent 
bad. There are 39 illustrations by P. Rival- 
lain, accompanied by detailed footnotes cover- 
ing each step of the operation. Instructions 
for postoperative care, so important in sur- 
gical treatment of the hip, are minutely de- 
scribed. 

The seventh chapter, by Louis Quénu, deals 
with amputation of the lower part of the thigh 
by tenoplasty for senile arteritis. The author 
points out that one is operating on patients 
with generalized arteriosclerosis, in whom the 
coronary vessels are involved. He stresses the 
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importance of maintaining an adequate blood 
supply in the stump. The general rules for 
amputation of the lower portion of the thigh 
are followed. The author’s aim is to form a 
stump with controllable mobility, neither too 
tight nor too loose, which will lend itself well 
to the ultimate use of a prosthesis. The opera- 
tion is accurately demonstrated in 25 illustra- 
tions by P. Rivallain, accompanied by detailed 
descriptions. 

This volume is of great interest to the 
student as well as to the surgeon, because of 
the clarity and conciseness of its text and the 
numerous, exceedingly good illustrations. The 
footnotes are particularly well worded, ex- 
plaining each step of the operations in simple 
language. Professor Jean Quénu is to be com- 
mended on the compilation of this excellent 
volume of recently proved operative technics. 
CHARLES PIERRE MATHE, M.D. 


economic and social—of his patients. This privileged role affords him an intimate 
view of his patients, which on occasions he has transmuted into the pure gold of 


literary creation. 


More and more every day medicine becomes the art of promoting health, pre- 
venting disease, restoring health, and rehabilitating the invalid. In this greater medi- 
cal scheme the country doctor is established as the basic factor both in rural health 
centers and in health stations in factories and in industrial and residental ‘districts. 
To achieve these goals, in the future, the rural health stations may lead to the dis- 
trict health stations, and hence to teaching hospitals. At the core of this system there 
looms that heroic infantryman of medicine, the country doctor, with whose help 


our profession will continue to reach new heights of dignity and grandeur. 


—Marti-lbanez 
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Abstracts from Current Literature 


The Nutritional Status of Patients After 
Partial Gastrectomy with Gastrojejunostomy 
for Duodenal Ulcer. Harvey, H. D., Surg., 
Gynec. & Obst. 105:559, 1957. 


Between 1936 and 1950, 898 patients oper- 
ated upon for gastric or duodenal ulcers, or 
both, in the author’s hospital were subjected 
to a critical analytic follow-up. In the present 
communication this group is once more re- 
viewed. The entire group has been enlarged 
by the addition of patients operated upon from 
1951 to 1953. 

Contact with 925 patients out of the grand 
total of 1,068 was obtained as of Jan. 1, 1955, 
and furnished the data from which the con- 
clusions and impressions for this report were 
drawn. 

Higher resections apparently were done in 
the later years than in the earlier, and where- 
as, prior to 1945 postoperative dumping and 
nutritional problems were rare, after 1948 
they became commonplace. 

The shift to higher resections appeared to 
bring about little if any improvement in the 
incidence of marginal (jejunal) ulcers and to 
demonstrate a definite increase in the incidence 
of dumping and nutritional problems. The 
resection carried out during the period from 
1949 to 1953, i.e., those of more than 50 per 
cent, clearly led to more dumping and nutri- 
tional problems than did the smaller resec- 
tions. In too many instances they were fol- 
lowed by persistent dumping and serious loss 
of weight. 

An additional mechanical factor which, in 
the opinion of the author and his associates, 
is of great importance in relation to the in- 
cidence of dumping is the method of construct- 
ing the gastrojejunostomy in order to prevent 
abrupt descent of the efferent jejunal limb. 
They now construct the anastomosis with the 
efferent limb at the lesser curvature, fastening 
it upward along the lesser curvature of the 


gastric stump for 2 or 3 cm. They make no 
claims for solving the problem of the dumping 
syndrome by this method of reconstruction 
but state that dumping has been eliminated 
as a complication of clinical importance when 
this method of reconstruction is employed in 
patients who were treated by vagectomy plus 
50 per cent resection. 

In a series of 102 patients who underwent 
vagectomy with resection, recurrent (jejunal) 
ulcers have developed in 2 and possibly in a 
third. In 1 of the 2 the vagectomy probably 
was incomplete. Both are now free of evi- 
dence of ulcer, after a period of conservative 
therapy. This record compared with a 6 per 
cent incidence of recurrent ulcer, after the 
same period of follow-up among patients who 
had undergone high resections without vagec- 
tomy. In the 59 per cent resection group, no 
nutritional problems have arisen that required 
medical consultation. Harvey concludes that 
resection of more than half of the stomach 
for duodenal ulcer is followed by an appreci- 
able morbidity due to malnutrition and dump- 
ing, whereas resection of about 50 per cent 
of the stomach, whether accompanied by 
vagectomy or not, caused few of these dif- 
ficulties. High resection, moreover, contrib- 
uted little if anything to lowering the inci- 
dence of marginal ulcers, as compared to 50 
per cent resections. The addition of vagec- 
tomy to 50 per cent resection lowered the 
incidence of marginal ulcers and caused few 
disagreeable side effects. For the same 
reasons, the author is convinced that the in- 
troduction of other procedures, such as the 
Billroth I operation, is only exceptionally re- 
quired. 

In conclusion, Harvey contends that gastric 
resection of more than 50 per cent for duodenal 
ulcers should not be done except, perhaps, in 
unusual cases. 


THOMAS WILENSKY, M.D. 
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The Surgical Anatomy Pertaining to Liver 
Resection. Goldsmith, N. A., and Woodburne, 
R. T., Surg., Gynec. & Obst. 105:310, 1957. 


Thirty-three human livers from persons of 
all ages were studied by injections of the bile 
duct and vascular systems with colored solu- 
tions, followed by dissection. Further ob- 
servations were made by fluoroscopic exami- 
nation after one of the systems hed been 
filled with a mixture of barium sulfate. Cor- 
rosion technics supplied important informa- 
tion as to correlation between the systems. 

This study from the departments of anatomy 
and surgery of the University of Michigan 
were devised to investigate the natural seg- 
mental or lobular divisions of the liver, for 
the particular purpose of contributing sound 
surgical anatomic principles and increased 
safety in major hepatic resections. 

With these technics the authors have dem- 
onstrated that the fundamental division be- 
tween the right and the left lobe, constituting 
a plane between the terminal venules of the 
right and left branches of the portal vein, is 
along a line which passes through the long 
axis of the fossa for the gallbladder and to- 
ward the middle of the inferior vena cava as 
it lies in contact with the liver posteriorly. 
The right lobe shows two distinct segments, 
as does the left lobe. Each of the four seg- 
ments has been further divided, so that a total 
of eight subsegments can be recognized. The 
hepatic artery and the bile ducts arborize in a 
manner closely similar to that of the portal 
vein. 

The left branch of the portal vein identifies 
the left lobe of the liver. Additional signifi- 
cant anatomic observations on the portal vein 
and its branches were made after percutane- 
ous splenic injections of Urokon. 

The medical segments of the left lobe of the 
liver lie between the interlobar line and the 
falciform ligament. The lateral segment of 
the left lobe stems to the left of the falciform 
ligament and the umbilical fissure. The medi- 
al and lateral segments of the left lobe are 
each divisible into superior and inferior sub- 
segments. The inferior subsegment of the 
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medial segment is better known as _ the 
quadrate lobe. 

The ligamentum teres and the ligamentum 
venosum are valuable surgical landmarks and, 
connecting as they do to either end of the 
umbilical portion of the portal vein, from a 
continuous line from the anterior to the pos- 
terior edge of the liver and divide the left 
lobe into medial and lateral segments. From 
the visceral surface the umbilical fissure is 
sometimes partly closed over by liver tissue, 
but the ligamentum teres can always be traced 
through it to the umbilical part of the portal 
vein. 

The bile ducts not infrequently branch in 
an irregular fashion, and the right and left 
hepatic ducts may be short or, occasionally, 
absent. Aberrant bile ducts are described; 
when they enter the common hepatic duct in 
a low position, as occurs in about 16 per cent of 
specimens, they are vulnerable to surgical dam- 
age. An aberrant duct does not duplicate the 
function of another duct and is therefore in- 
dispensable to the function of the areas it 
drains. 

Similar variations in the branches of the 
hepatic artery were observed. Aberrant he- 
patic arteries, rising from either the left 
gastric, the celiac or the superior mesenteric 
artery, represent the sole arterial supply to a 
lobe, a segment or a subsegment. 

No anastomoses were observed of sufficient 
size or number to support an area with oc- 
cluded arteries or ducts. The hepatic venous 
system is equal in importance to the other 
briefly described systems, and its general ana- 
tomic formation is relatively constant. The 
left hepatic vein confines its drainage almost 
entirely to the lateral segment of the left lobe. 

The article contains several illustrations 
that indicate the most favorable planes for 
division in major hepatic resections. Right 
hepatic lobectomy is thus defined along a plane 
based on recognition of the importance of 
protecting the large medial segment of the 
left lobe from loss of its venous drainage. 

Left lobectomy is most safely carried out on 
a plane that begins slightly to the left of the 
gallbladder and passes on the convex surface 
of the liver toward the left triangular liga- 
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ment and the stem of the left hepatic vein. 

The lateral segment of the left hepatic lobe 
has most commonly been excised along a plane 
passing through the umbilical fissure. The 
authors maintain that this technic may open 
the umbilical part of the portal vein tangen- 
tially and involves the serious risk of severing 
or ligating the hepatic artery and the bile ducts 
that supply the medial segments of the left 
lobe. 

No anatomoses of significant size or number 
were observed between radicles of the hepatic 
verous system. Because of this fact, it is not 
possible to section the liver to the right of the 
falciform ligament in an entirely satisfactory 
plane, so that all of the tissue left behind will 
retain its blood supply and bile and venous 
drainage. The reduction of sequestered tissue 
to a minimum will, however, materially reduce 
the morbidity and complications associated 
with resection of the liver. 

The correct plane for removal of the lateral 
segment of the left lobe is indicated by dia- 
gram. The caudate lobe is best treated as an 
individual area, and its excision is described 
in detail. The planes of resection thus select- 
ed as offering the best prospects of success 
nevertheless represent necessary compromises 
that enable one to avoid leaving behind large 
areas of parenchyma without adequate cir- 
culation of blood and bile. Obviously, these 
anatomic principles may require modification 
to fit the particular lesion. 

A case is reported, in which a facultative de- 
parture was made from the basic indicated 
planes in order to extirpate the right and 
quadrate lobes of the liver for carcinoma of 
the gallbladder with penetration into the 
liver substance. The postoperative course 
was uneventful, but the patient died of a re- 
currence eleven months after hepatic resec- 
tion. 

THOMAS WILENSKY, M.D. 


The Recurrent Laryngeal Nerves in Thy- 
roid Surgery. By William H. Rustad, M.D. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1947. Pp. 47. Illustrated. 


Despite the abundance of medical textbooks, 
there has been a noticeable lack of studies on 
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anatomy as related to general surgical prob- 
lems. In this commendable up-to-date sum- 
mary of the anatomic character of the recur- 
rent laryngeal nerve, the author has skillfully 
organized material that will interest the gen- 
eral surgeon. This booklet reports on the dis- 
section of 200 recurrent laryngeal nerves in 
100 cadavers. 

The 47 pages are divided into 5 chapters. 
The first deals with the historical background, 
the second with the laryngeal muscles and 
their nerve supply, the third with the recur- 
rent laryngeal nerve and its artery-gland re- 
lation and the fourth with the clinical con- 
siderations. The fifth and last chapter illus- 
trates the subject. 

The author points out that 86, or 43 per 
c2nt, of 200 nerves dissected were, either uni- 
laterally or bilaterally, nerve trunks that di- 
vided at the superior thyroid level. 

There were also 65 examples of nerve divi- 
sion in areas invaded frequently during opera- 
tions on the neck. In other words, more than 
one-third of the patients can be expected to 
have one or more divided nerve trunks at the 
thyroid or the inferior thyroid level. Hence, 
one-third of all patients are liable to injury 
of one or the other of the main trunk 
branches during thyroidectomy. 

With regard to routine dissection and vis- 
ualization of the recurrent nerve during thy- 
roidectomy, the author contends that he does 
not consider it practical, when the primary 
mission of the operation is removal of the 
thyroid gland, to make the wide dissection nec- 
essary to isolate “completely” the recurrent 
nerves. He states that it is only in the cadaver 
that a sufficiently wide dissection may be 
made. He recomends (p. 17) complete dis- 
section of the nerve to prevent damage to its 
structure. 

Many competent observers will disagree 
with this point of view. It is seldom neces- 
sary to dissect out the recurrent nerve “com- 
pletely” in order to safeguard it. It has been 
amply demonstrated in thousands of goiter op- 
erations that exposure of the recurrent nerves 
is not only a safe and justifiable procedure 
but definitely tends to diminish, if not largely 
eliminate injury to the nerve during thyroid- 
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ectomy. Exposure is one of the fundamental 
principles of surgery. What one sees, one 
can avoid. Anything that cannot be seen, 
especially if it is in the operative field, is in 
danger of injury. Many authorities have 
firmly established the importance of locating 
the recurrent nerve at operation. Lahey and 
others have written forcefully of the necessity 
of visualizing the nerves during thyroidec- 
tomy and have proved visualization a practical 
and safe procedure in thousands of thyroid- 
ectomies. 

The reviewer can confirm this experience. 

In 1943 I described in the American Journal 
of Surgery a method of localizing the recur- 
rent nerve based on fixed boundaries. An ana- 
tomic triangle that makes localization of the 
recurrent nerve simple, speedy and safe was 
described. Incidentally, this anatomic tri- 
angle, bounded laterally by the common ¢a- 
rotid artery, superiorly by the inferior thy- 
roid artery and mediallly by the recurrent 
nerve, is beautifully illustrated in Doctor 
Rustad’s_ book. 

Of the 200 laryngeal nerves dissected by 
Doctor Rustad, 114, or 57 per cent, were single 
nerve trunks; 86, or 43 per cent were divided 
nerves, and the nerve was either in front of 
the inferior thyroidartery or behind it, or in 
some instances between, its branches. These 
observations are substantially in agreement 
with my own. 

Since most of Dr. Rustad’s illustrations 
demonstrate the triangular relation, I am sur- 
prised that this anatomic triangle was not 
observed and described. If it is visualized 
prior to lobectomy, the recurrent nerve can 
be safeguarded regardless of whether it is 
single or branched. 

The upper half of the nerve (the superior 
thyroid level), where most of the branching 
occurs, is hidden by the inferior constrictor 
muscle fibers and its dissection and visuali- 
zation at this level is not necessary. It is 
known that the recurrent nerve always enters 
the larynx under the inferior horn of the thy- 
roid cartilage, regardless of whether it is di- 
vided or not. The inferior horn is the fixed 
landmark. It is easily palpated with the sur- 
geon’s left index finger as the superior thyroid 
vessels are secured from within outward by 
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a ligature carrier passed above the level of the 
inferior horn. This safeguards the terminal 
branch or branches of the recurrent nerve just 
as they dip under the inferior horn. 

The commonest site of recurrent nerve in- 
jury, however, is at the inferior thyroid level, 
i.e., where the upper branch of the inferior 
thyroid artery runs parallel to the nerve. 
When this branch is inadvertently torn or cut, 
it sheds its blood over the nerve in obscuring 
profusion. Wild clamping or suturing of a 
bleeding point in this area or anywhere in the 
neighborhood of the inferior horn of the thy- 
roid cartilage (which is easily palpable) is 
fraught with great danger to the nerve. 
Bleeding in this area is controlled when the 
trunk of the inferior thyroid artery is ligated 
in continuity as it comes up from behind the 
carotid. This method of dealing with the in- 
ferior thyroid artery has alone reduced the 
incidence of recurrent nerve injuries to 0 in 
a series of 230 cases of my own, with no para- 
thyroid tetanies or other complications (this 
Journal, April 1951, p. 428). 

A short bibliography concludes the book, 
unfortunately incomplete and often not too 
selective. 

Although this reviewer is not in agreement 
with the author’s conclusion with regard to 
routine localization of the nerve during thy- 
roidectomy, this booklet is highly recom- 
mended to surgeons in training, who will ap- 
preciate it as a succinct source of essential 
anatomic information. Injuries to the recur- 
rent laryngeal nerve are so serious that any 
contribution tending to throw more light on 
its anatomic nature and relations deserves 
serious consideration. 

M. M. Simon, M.D. 


Ureteral Regeneration; VI. Delayed Uri- 
nary Flow in the Healing of Unsplinted Ure- 
teral Defects. Hinman, F. Jr., and Oppen- 
heimer, R., J. Urol. 78:138, 1957. 


Hinman and Oppenheimer studied ureteral 
regeneration in 19 mongrel dogs. A defect in 
the ureter was created by excising 50 per cent 
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of the ureteral circumference for a distance of 
1.5 cm. The ureter was occluded proximally 
by a loop of polyethylene tubing. 

The results showed that if the flow of urine 
was prevented for a week the epithelium had 
a chance to heal the defect. When the flow of 
urine was resumed, muscular regrowth was 
not particularly deranged. 

If permanent obstruction to the flow of 
urine is obtained, reconstruction is more rapid 
and orderly. If the flow is not diverted, epi- 
thelization is delayed, fibrous reaction is great 
and smooth muscle regrowth is inhibited. 

The data indicate that the flow of urine 
delays the healing of the ureteral defect. Heal- 
ing is best if no flow at all is permitted. 

S. J. 


Hamartochromatose Bronchique (Bron- 


chial Hamartoma). Debré, R.; Mozziconacci, 
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P.; Binet, J. P.; Habib, R., and Renault, P., 
Presse Méd. 51:1181, 1957. 

Hamartochondroma or hamartoma is a 
benign bronchial tumor. It is composed of 
different tissues, with cartilage predominating. 
Usually it is clinically silent, being discovered 
on routine rontgenographic study as a spheri- 
cal mass situated in the pulmonary paren- 
chyma. Rarely it may be intrabronchial, in 
which case it gives rise to localized respira- 
tory complaints. Hamartomas may occur at 
any age, and the male is predominantly af- 
fected. 

A rare case of such a tumor in a boy 14 
years old is reported. The patient had hamar- 
tomatous involvement of two entire lobes of 
the right lung, with secondary bullous emphy- 
sema. Usually local excision suffices as treat- 
ment, but in this case pneumonectomy had to 
be done. The problem is discussed in detail. 

S. A. GUEUKDJIAN, M.D. 
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IMPORTANT ANNOUNCEMENT 


Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 


European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 


A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 


Les auteurs d’articles scientifiques destinés 4 étre publiés dans le Journal 
du Collége international de chirurgiens sont priés d’adresser leurs articles 
a adresse suivante pour I’Europe, le Proche et le Moyen Orient. 


Bureau Européen du 
Collége international de chirurgiens 
6-8 rue de la Confédération 
Genéve (Suisse) 
Un comité a été nommé pour l’examen des articles 4 paraitre. Les 
auteurs sont priés de joindre 4 leur travail de brefs résumés en francais, 
anglais, allemand, espagnol, italien et portugais si possible. 
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